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Abstract  of  Dissertation  Presented  to  the  Graduate  Council 
of  the  University  of  Florida  in  Partial  Fulfillment  of  the 
Requirements  for  the  Degree  of  Doctor  of  Philosophy 

GENERIC  PROFESSIONAL  AND  TECHNICAL  KNOWLEDGE,  SKILLS, 
AND  ABILITIES  NEEDED  BY  MENTAL  HEALTH  COUNSELORS 

By 

Dan  Alan  Corley 

March  1981 

Chairman:  Dr.  Paul  W.  Fitzgerald 
Major  Department:  Counselor  Education 

The  purpose  of  this  study  was  to  create  a  list  of  perceived 
professional  and  technical  knowledge,  skill,  and  ability  statements 
needed  by  mental  health  counselors  for  adequate  job  performance  in 
community  agency  settings.  The  list  was  intended  to  comport  a 
rudimentary  step  in  defining  a  national  level  of  practice  standard 
for  mental  health  counseling  and  provide  items  that  could  be  converted 
to  competency  statements  for  use  in  the  construction  of  a  national 
competency-based  certification  examination.  The  study  was  designed 
to  simultaneously  allow  field  testing  of  knowledge,  skill ,  and  ability 
statements  suggested  as  important  in  the  professional  literature  and 
decipher  the  highly  agreed  upon  high  priority  statements  from  the 
low  priority  statements  with  greater  deviation  of  opinion. 

The  study  employed  a  Delphi  Technique  of  three  sequential  rounds 
of  questionnaires.  The  object  of  the  first  round  was  to  have  the  panel 
generate  new  knowledge,  skill,  and  ability  statements  and  review  the 
items  from  the  literature  eliminating  those  not  pertinent  to  counseling 


vm 


in  field  practice.  The  second  round  allowed  the  panelist  to  assign 
importance  levels  or  priorities  to  the  statements.  The  third  round 
presented  statistical  description  of  the  group  response  to  each  of 
427  items  from  the  second  round.  In  the  third  round,  the  panelists 
were  asked  to  consider  their  Round  II  responses  in  relation  to  the 
group  median  and  quartiles,  and,  then,  respond  to  the  items  within 
the  quartile  or  make  an  opinion  comment  on  those  items  that  are 
marked  outside  of  the  interquartile  range.  The  median  and  inter- 
quartile range  of  each  item  on  the  third  round  was  computed  and  plotted, 
and  the  statistical  parameters  of  high  priority  items  were  identified. 

The  study  produced  two  distinct  levels  of  high  priority-high 
consensus  statements  of  knowledge,  skill,  and  abilities.  There  were 
76  statement  in  13  of  22  categories  that  were  identified  as  top 
lever  priorities.  In  the  secondary  level  priority  group,  there  were 
88  statements  in  15  of  the  categories.  -Two  themes  in  the  resulting 
data  are  of  critical  importance  for  counselors  and  counselor  educators 
to  consider.  The  statements  high  in  both  importance  and  agreement 
emphasize  service  and  character  related  components,  few  of  which 
strongly  differentiate  a  professional  from  a  nonprofessional  mental 
health  worker.  The  categories  having  many  identified  items  and  the 
categories  having  none  define  the  counselor  role  in  narrow  terms 
which  do  not  support  directions  for  training  programs  that  deviate 
from  the  fundamental  relation  of  counselor  and  client  in  the  therapeutic 
setting. 

Future  studies  should  address  the  need  to  clearly  define  the 
differences  between  levels  of  workers  in  mental  health  and  human 
services  by  the  knowledge,  skill,  and  ability  components  used  at  each 


IX 


level.  These  studies  must  include  a  systematic  investigation  of  the 
interplay  of  counselor  personal  characteristics  and  values  with 
components  of  competence.  The  results,  also,  imply  that  a  study 
of  the  relevancy  of  curricula  of  mental  health  counseling  programs 
should  be  attempted. 


CHAPTER  I 
INTRODUCTION 

Statement  of  the  Problem 

The  health  service  complex  in  this  country  is  one  of  the  major 
industries  (Subcommittee  on  Manpower  Credential ing  (SMC),  1977). 
America  has  a  growing  health  care  delivery  system  and  a  continual 
need  for  health  manpower  (Robbins,  1972).  Mental  health  is  an 
important  part  of  the  health  care  system  and  will  make  major  contri- 
butions to  the  general  health  of  the  nation  in  the  future  (SMC, 
1977). 

Manpower  Needs  and  New  Professions 

There  will  be  increased  need  for  mental  health  service  manpower. 
The  National  Institute  of  Mental  Health  (NIMH)  Division  of  Biometry 
and  Epidemiology  reports  that  there  will  be  an  increase  in  the  number 
of  mentally  ill  persons  in  the  U.S.  during  the  next  decade.  This  is 
due  partly  to  population  increases  in  age  brackets  with  high  incidence 
of  mental  illness.  If  current  manpower  and  service  levels  remain 
stationary,  there  will  be  a  chasm  between  services  and  need  (Brown, 
1976).  Interdisciplinary  approaches  to  health  care  are  seen  as  one 
method  to  provide  for  the  increase  in  demand  for  service. 


Interdisciplinary  approaches  require  that  professional  identities 
be  enhanced  by  making  more  visible  the  distinctiveness  of  each 
discipline  (Bloom  &  Parad,  1976). 

Increasing  knowledge  in  health  disciplines  is  indicated  by  the 
continual  growth  in  numbers  of  publications  and  research  grants. 
Initially,  specialties  within  professions  were  developed  because 
the  information  in  each  profession  was  so  diverse  and  voluminous 
that  the  general  practitioner  could  not  meet  the  demand  for 
specialized  treatment  (Cohen  &  Miike,  1974).  This  demand  for  service 
grew  larger  and  outpaced  professional  ability  to  grow  in  service 
delivery  partially  due  to  training  limitations  on  health  manpower 
at  professional  levels  (Robbins,  1972).  The  result  of  the  dispro- 
portionate relation  of  demand  to  service  availability  brought  the 
emergence  of  new  professions  to  fill  voids  in  the  service  delivery 
system  (Cohen  &  Miike,  1974). 

The  new  professions  of  Nurse  Practitioner  and  Physician's 
Assistant  have  emerged  due  in  part  to  the  crisis  created  by  the 
limited  supply  of  physicians  (Cohen  &  Miike,  1974).  The  inadequate 
supply  of  top  level  professionals  in  mental  health  also  has  contri- 
buted to  the  emergence  of  new  professionals  and  service  workers 
(Dugger,  1975).  Testing  personnel  and.paraprofessionals  have  been 
utilized  in  mental  hospitals  and  mental  health  settings  for  several 
years..  The  development  of  Human  Service  Programs  in  community 
colleges  and  the  growth  of  social  service  agencies  has  greatly 
expanded  the  role  of  the  paraprofessional  (Dugger,  1975).  Federal 
programs  for  drug  and  alcoholism  rehabilitation  have  created  a  new 


breed  of  counselor  whose  background  often  includes  overcoming 
addiction  (Davis  &  Mandel ,  1976). 

The  demand  for  services  also  has  helped  to  create  new  profes- 
sionals in  mental  health.  The  mental  health  counselor  has  emerged 
as  a  recognizable  professional  contributing  to  mental  health  care 
and  providing  a  service  unique  to  counseling  within  the  health  care 
system  (Forster,  1977). 

The  entire  field  of  counseling  has  moved  toward  mental  health 
issues  and  concerns  since  the  middle  of  the  century,  and  many 
counselors  have  led  this  trend  through  employment  in  community 
agencies.  This  group  of  counselors  serving  in  agencies  has  grown 
rapidly  over  the  past  few  years  until  a  substantial  percentage  of 
graduates  from  counselor  preparation  programs  have  assumed  mental 
health  counselor  positions  in  a  variety  of  community  service  agencies 
(Forster,  1977).  Some  counselor  education  programs  recognizing  this 
trend  and  special  needs  of  agency  counselors  have  provided  agency 
related  coursework,  advanced  counseling  skills  courses,  and  in  some 
cases  an  entire  agency  counselor  tract  of  study. 

Counselors  have  become  a  distinct  specialty  within  the  broad 
field  of  mental  health  (American  Personnel  and  Guidance  Association 
(APGA)  Licensure  Commission,  1977).  Due  to  the  actions  of  other 
professions,  mental  health  counselors  became  aware  of  the  need  to 
formalize  the  profession  and  strengthen  its  position  as  an  independent 
mental  health  discipline  (Sweeney  &  Sturdevant,  1974).  Mental  health 
counselors  began  to  organize  in  the  middle  seventies  and  at  the  1977 
Convention  of  APGA,  the  American  Mental  Health  Counselors  Association 


(AMHCA)  was  accepted  by  APGA  to  start  the  process  of  becoming  its 
thirteenth  division  (Messina,  1980).  Many  state  counselor  groups 
followed  by  joining  the  state  branch  of  APGA  (AMHCA,  1980).  This 
new  national  organization  has  set  as  an  initial  goal  the  construction 
of  a  system  for  national  level  credential ing  of  mental  health 
counselors  (Messina,  1979). 

The  gains  from  a  national  level  credential ing  process  are  many. 
Among  the  foremost  is  to  solidify  the  profession  establishing 
national  standards  for  preparation  and  performance,  i.e.,  to  guarantee 
the  future  of  mental  health  counseling  as  an  acknowledged  discipline 
in  mental  health.  The  certification  process  is  seen  as  a  major  step 
toward  the  professionalization  of  the  field  of  mental  health  counsel- 
ing (Messina,  1979). 

Credential ing  and  Quality  Control 

Recently  there  has  been  more  interest  in  credential ing  on  the 
part  of  consumers.  The  health  service  consumers  demand  accountability 
by  the  professions  as  health  care  costs  rise.  The  consumer  wants 
assurance  that  increased  costs  are  accompanied  by  high  quality  service 
(SMC,  1977).  Consumers  look  to  credentialing  to  protect  the  public 
safety  and  help  the  public  identify  qualified  health  service  providers 
(Cottingham  &  Swanson,  1976). 

Licensure  has  traditionally  been  a  sought  after  form  of  creden- 
tialing by  the  professions  (Hogan,  1978b).  However,  state  licensure 
of  professionals  has  failed  as  a  means  of  guaranteeing  professional 
competency  or  public  safety  (Gross,  1977).  Licensure  usually  has  been 
self-serving  and  too  often  created  a  guild-like  system  within  the 


state  whereby  some  competent  professionals  have  been  denied  entrance 
into  licensed  practice  because  of  economic  or  political  reasons 
(Department  of  Health,  Education,  and  Welfare  (DHEW),  1971). 
Licensure  laws  have  not  guaranteed  competency  or  performance 
quality  (Hogan,  1978b).  State  licensure  laws  have  differed  greatly 
within  each  profession.  They  have  been  rarely  based  on  national 
standards.  This  lack  of  uniformity  in  title,  description  of  practice, 
and  definition  has  resulted  in  no  reciprocity  for  professionals  moving 
between  states  (Cohen  &  Mi  ike,  1973).  State  licensure  has  been  cited 
as  restricting  innovations  in  health  care  delivery  and  the  emergence 
of  new  professions  (Hogan,  1978b). 

Quality  control  of  health  services  has  become  a  major  concern 
as  the  health  care  system  has  grown  (SMC,  1977).  The  demand  for 
service  has  been  equalled  by  the  demand  for  quality  (Woodcock,  1972). 
As  some  system  of  national  health  care  insurance  looms  on  the  horizon, 
there  has  been  an  increasing  demand  for  professional  accountability 
and  assurance  of  the  highest  quality  health  care  (SMC,  1976).  The 
federal  government  has  required  guidance  in  spending  money  allocated 
to  health  care.  It  has  relied  on  recognized  national  level  profes- 
sional standards  as  the  criteria  of  professional  competence  which 
warrants  federal  spending  (Cohen,  1977).  It  is  clear  that  the  direc- 
tion of  future  Federal  appropriations  for  payment  of  services  will  be 
toward  recipients  that  have  proven  competence  under  the  national 
standards  of  their  professional  associations  (Cohen,  1977). 

After  the  HEW  studies,  the  Department  of  Health  recommended  the 
development  of  national  level  certification  for  professionals  under 


guidelines  set  by  a  commission  of  voluntary  certifying  agencies.  The 
National  Commission  of  Health  Certifying  Agencies  (NCHCA)  was  formed 
to  set  guidelines  and  assist  organizations  and  certifying  agencies  in 
developing  certification  procedures  that  meet  the  guidelines  (Hogan, 
1978b;  National  Commission  of  Health  Certifying  Agencies,  1977;  SMC, 
1977). 

AMHCA  set  credential ing  as  the  top  priority  for  the  new  profes- 
sion. :  Aware  of  the  difficulties  of  licensure,  AMHCA  chose  to 
establish  national  level  certification  under  National  Conmission 
guidelines  which  require  a  competency-based  examination  of  national 
performance  standards  of  the  profession  (Messina,  1979).  In  an 
unpublished  grant  proposal  to  be  presented  to  NIMH  jointly  on  behalf 
of  Professional  Examination  Service  (PES)  and  AMHCA  requesting 
funding  for  test  construction,  it  was  clearly  stated  that  the  initial 
step  to  the  process  of  examination  development  is  that  the  AMHCA 
Board  supply  a  list  of  generic  knowledge,  skills,  and  abilities  on 
which  to  base  the  examination  (AMHCA,  1978).  This  list  remains  as 
the  necessary  precursor  to  the  chain  of  events  that  will  result  in 
certification  under  the  NCHCA  guidelines  and  is  the  object  of  this 
study. 

Purpose  of  the  Study 

The  purpose  of  the  study  is  to  establish  a  list  of  generic  profes- 
sional and  technical  knowledge,  skill,  and  ability  statements  which 
represent  competent  practice  as  perceived  by  mental  health  counselors 
in  community  settings.  This  list  of  knowledge,  skills,  and  abilities 


win  be  developed  by  knowledgeable  practicing  mental  health  counselors. 
It  will  provide  information  about  high  priority  components  of  mental 
health  counselor  performance.  Individual  knowledge,  skill,  and  ability 
statements  are  the  basis  for  the  development  of  competency  statements, 
These  competency  statements  provide  the  pool  of  information  for  the 
construction  of  a  credentialing  examination  and  serve  as  guides  for 
the  development  of  a  curriculum  for  mental  health  counsieling. 

Definitions 

Abilities  --  "An  ability  is  the  power  to  perform  an  activity. 
Implied  is  the  lack  of  discernable  barriers,  either  physical  or  mental, 
to  performance;  also,  the  possession  of  prerequisite  knowledge,  skill, 
or  aptitude  is  implied.  An  ability  is  not  an  action  and  not  an  object 
or  result"  (Gullion,  1979,  p.  il). 

Allied  Mental  Health  Profession -- "is  any  profession  related  to 
certified  Clinical  Mental  Health  counseling  providing  services  to  the 
public  for  prevention,  diagnosis,  and  treatment  of  mental  health 
related  problems,  which  includes  psychiatry,  psychology,  psychiatric 
social  work,  and  psychiatric  nursing"  (National  Academy  of  Certified 
Clinical  Mental  Health  Counselors  (NACCMHC),  1979,  p.  1). 

Certification  --  "Is  the  process  by  which  a  non-governmental  agency 
or  association  grants  recognition  to  an  individual  who  has  met  certain 
predetermined  qualifications  specified  by  that  agency  or  association 
to  ensure  that  the  public  health,  safety,  and  welfare  will  be  reason- 
ably well  protected"  (NACCMHC,  1979,  p.  1). 


Credential inq  —  "is  the  formal  recognition  of  professional  or 
techn  ical  competence.  It  is  a  generic  term  referring  to  the  process 
of  certification  and  licensure"  (NACCMHC,  1979,  p.  1). 

Delphi  Technique  —  "a  carefully  designed  program  of  sequential 
individual  interrogations  (best  conducted  by  questionnaires)  inter- 
spersed with  information  and  opinion  feedback"  (Rasp,  1973,  p.  29). 

Knowledge  — "A  knowledge  statement  is  an  organized  body  of  informa- 
tion, usually  of  a  factual  or  procedural  nature,  which,  if  applied, 
makes  adequate  performance  of  the  job  possible"  (Gullion,  1979,  p.  11), 

Licensure  --  "is  the  process  by  which  an  agency  of  government 
grants  permission  to  an  individual  to  engage  in  a  given  occupation 
upon  finding  that  the  applicant  has  attained  the  minimal  degree  of 
competency  necessary  to  ensure  that  the  public  health,  safety,  and 
welfare  will  be  reasonably  well  protected"  (NACCMHC,  1979,  p.  1). 

Mental  Health  Counseling  —  "is  the  process  of  assisting  indivi- 
duals or  groups  through  a  helping  relationship,  to  achieve  optimal 
mental  health  through  personal  and  social  development  and  adjustment 
in  order  to  prevent  the  debilitating  effects  of  certain  somatic, 
emotional,  and  intra  and/or  interpersonal  disorders"  (NACCMHC,  1979, 
p.  1). 

Proficiency  Examination  --  "is  used  to  determine  the  level  of 
proficiency  of  practitioners  with  opportunity  for  those  whose 
competency  is  based,  primarily  on  on-the-job  training  and  experience" 
(NACCMHC,  1979,  p.  1). 

Skills  —"A  skill  is  the  proficient  manual,  verbal,  or  mental 
manipulation  of  data,  people,  or  things.  Skill  embodies  observable 


quantifiable,  and  measurable  performance  parameters.  The  demonstra- 
tion of  a  skill  implies  the  prerequisite  knowledge  and  aptitude  used 
in  the  performance  of  the  activity"  (Gullion,  1979,  p.  11). 

Rationale 

The  NCHCA  guidelines  for  the  development  of  certification  programs 
and  agencies  require  that  the  certifying  agency. use  criteria  that  are 
based  on  the  profession's  national  level  performance  standards  which 
must  be  field  validated.  If  these  standards  do  not  exist  then  they 
must  be  developed.  In  the  case  of  mental  health  counselors,  they  are 
being  created  as  the  certification  examination  is  constructed.  As  a 
result  it  is  imperative  that  each  step  of  the  construction  process 
must  involve  practitioners.  The  first  step  of  identifying  the  generic 
knowledge,  skills,  and  abilities  must  be  done  in  a  way  that  allows  a 
sample  of  practicing  mental  health  counselors  the  opportunity  to 
generate  items  out  of  experience  for  consideration,  review  and  refine 
statements  from  the  literature,  and  review  all  statements  to  create 
an  order  by  priority. 

The  Delphi  technique  is  a  method  that  is  well  suited  to  the  needs 
of  this  step.  In  a  three  round  Delphi  study,  the  first  round  allows 
for  the  review  and  refining  of  literature  statements  and  the  generation 
of  new  statements.  The  second  round  allows  respondents  to  review  all 
statements  and  assign  a  level  of  priority  to  each.  The  third  round 
allows  the  panelists  the  opportunity  to  observe  and  conment  on  the 
priority  ratings  that  the  group  assigned  each  item  to  provide  greater 
depth  and  clarity  to  the  results. 
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Assumptions 

The  assumptions  pertinent  to  this  study  can  be  divided  into  two 
general  categories:  (1)  sample  and  population  and  (2)  methodology. 
Concerning  sample  and  population,  it  is  assumed  that  counselors  in 
community  mental  health  centers  are  an  appropriate  population  from 
which  to  draw  a  sample.  Further,  this  sample,  drawn  in  the  manner 
described  in  Chapter  III,  will  provide  the  most  appropriate  level  of 
expertise  of  informed  respondents  possible.  It  is  assumed  that  the 
nature,  purpose,  and  structure  of  the  community  mental  health  centers 
allow  the  highest  probability  that  the  sample  selected  will  have 
exposure  to  a  wide  variety  of  service  modes,  varying  clientele, 
interdisciplinary  service  opportunities,  and  counselor  preparation 
influences.  It  is  assumed  that  the  needs  of  counselors  in  community 
mental  health  centers  do  not  differ  radically  from  agency  counselors 
in  other  settings  and  that  the  resultant  list  of  generic  knowledge, 
skill,  and  ability  statements  will  be  of  a  nature  that  will  gener- 
alize to  counselors  serving  in  a  variety  of  agencies. 

Regarding  assumptions  about  the  methodology,  it  is  first  assumed 
that  the  Delphi  technique  is  the  most  appropriate  device  to  employ  in  a 
group  decision-making  process  of  this  kind.  It  is  assumed  that  Delphi 
technique  allows  the  best  canvasing,  refining,  and  reconsideration 
of  opinions  regarding  knowledge,  skills,  and  abilities.  On  the 
first  round  questionnaire,  it  is  assumed  that  knowledge,  skill,  and 
ability  statements  generated  from  the  literature,  will  serve  to 
stimulate  thinking  of  respondents  and  encourage  original  input. 
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Implications 

The  implications  of  this  study  are  best  reviewed  in  three  primary 
areas:  implications  for  the  profession,  implications  for  the  prepara- 
tion of  counselors,  and  implications  for  other  professions.  Under 
each  area  there  are  specific  implications. 

In  relation  to  the  profession  of  mental  health  counseling,  the 
results  of  this  study  will  contribute  to  a  primary  step  in  the 
process  of  credentialing  mental  health  counselors  via  NCHCA  guidelines. 
It  will  aid  in  the  on-going  development  of  professionalism.  The  study 
will  provide  insight  into  the  scope  of  practice  and  functions  of  mental 
health  counselors  as  determined  by  practitioners.  Perhaps  most 
importantly,  it  will  contribute  to  the  professional  accountability 
of  mental  health  counselors.  This  study  will  aid  the  current  knowledge 
of  counselor  skills  and  aid  the  process  of  refining  accountability 
procedures  and  objectives.  Lastly,  the  study  results  will  provide 
new  areas  for  research  in  mental  health  counseling. 

Additionally,  there  are  implications  for  the  preparation  of  mental 
health  counselors.  The  results  of  this  study  will  represent  feedback 
from  the  field  on  the  actual  abilities  utilized  and  what  abilities  need 
to  be  addressed  in  the-  preparation  of  agency  counselors.  The  list  of 
knowledge,  skills,  and  abilities  could  contribute  to  a  guide  for  the 
development  of  comprehensive  preparation  programs  or  tracts  in  agency 
counseling.  At  the  minimum  it  could  be  a  checklist  for  departments 
to  insure  that  graduates  of  agency  programs  have  acquired  the  needed 
knowledge,  skills,  and  abilities  for  agency  counseling.  The  study  will 
also  provide  new  areas  for  research  in  the  preparation  of  agency 
counselors. 
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The  NCHCA,  through  an  information  exchange  program,  will  share 
the  methods  used  by  professions  in  establishing  certification  pro- 
cedures. The  study  will  provide  other  professions  with  an  alternative 
method  of  establishing  the  groundwork  for  their  credentialing  efforts. 
Also,  the  identification  of  specific  knowledge,  skills,  and  abilities 
in  mental  health  counseling  could  lead  to  related  professions  making 
similar  distinctions.  The  end  result  would  be  a  better  understanding 
of  each  professions'  unique  contribution  to  interdisciplinary  health 
care  and  the  health  care  system  at  large. 

Organization  of  the  Study 

The  remainder  of  this  dissertation  will  be  organized  into  four 
chapters.  Chapter  II  will  contain  a  review  of  related  literature  in 
four  broad  topics.  They  are  (1)  the  development  of  credentialing  in 
America  relative  to  mental  health  counseling;  (2)  the  development  of 
mental  health  counseling;  (3)  components  of  mental  health  counselor 
competence;  and  (4)  the  Delphi  technique.  Chapter  III  will  cover  the 
study  methodology  and  will  include  the  research  questions,  subjects, 
and  instrumentation,  as  well  as  the  presentation  of  the  study  procedure 
in  each  of  three  rounds  with  descriptions  of  each  round  data  treatment. 
Chapter  IV  will  record  data  on  panel  composition,  summaries  of  data 
collected  from  rounds  one   and  two,  and  the  final  results  of  the  study 
produced  by  the  third  round  of  the  Delphi  technique.  Chapter  V  will 
contain  a  discussion  of  these  results  and  will  be  divided  into  two 
sections.  First,  a  majority  report  will  discuss  the  consensus  findings 
of  the  study  and  the  list  of  agreed  priority  knowledge,  skills,  and 
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abilities.  A  minority  report  will  follow  which  will  contain 
opinions  of  participants  not  agreeing  with  the  majority  so  as  to 
put  the  results  in  perspective  and  aid  in  fuller  understanding. 
Finally,  there  will  be  a  discussion  of  implications  of  the  study 
with  recommendations  for  future  research  to  expand  the  utility  of 
the  findings  of  this  study  in  Chapter  VI. 


CHAPTER  II 
REVIEW  OF  THE  LITERATURE 

The  purpose  of  this  chapter  goes  beyond  the  review  of  literature 
pertinent  to  the  four  topics  incorporated  here:  the  development  of 
mental  health  credential ing;  the  development  of  mental  health 
counseling;  components  of  mental  health  counselor  competence;  and 
the  Delphi  technique.  The  intent  of  the  section  on  credential ing  is 
to  provide  the  reader  with  an  understanding  of  conditions  both 
historical  and  current  that  influence  the  direction  of  future 
credential ing  efforts  and  compel  professionals  in  health  services 
to  consider  soberly  actions  toward  professional  regulations  with 
primary  regard  to  the  public  interest  and  secondly  to  the  profession 
as  a  part  of  a  growing  system  of  health  providers.  The  section  on 
the  development  of  mental  health  counselor  profession  is  not  intended 
to  be  a  comprehensive  or  exhaustive  history.  It  is,  instead, 
intended  to  provide  the  reader  with  an  understanding  of  developmental 
influences  that  served,  in  part,  to  allow  a  confluence  between  mental 
health  counseling  and  psychology.  This  confluence  in  recent  years 
has  been  recognized  along  with  the  need  to  establish  clearly  the  right 
of  existence  and  professional  autonomy  for  the  mental  health  counselor. 
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Credential ing  of  Mental  Health  Counselors 

Credential ing  Prior  to  the  Seventies 

Credentialing  in  mental  health  had  received  little  attention  as 
an  issue  of  regulating  professions  until  the  close  of  the  second  world 
war.  There  had  been  early  attempts  at  passing  state  law  regulating 
social  workers  but  the  attempts  failed  due  to  opposition  within  the 
social  work  profession  (Hogan,  1978c).  World  War  II  brought  into 
focus  the  fact  that  17  percent  of  American  men  were  unfit  for  military 
duty  on  psychiatric  grounds  (Brown,  1976).  This  brought  a  post-war 
focus  on  the  lack  of  psychological  services.  The  need  for  these 
services  mushroomed  as  Americans  became  aware  of  the  emotional 
causes  of  illness  (Hogan,  1978b). 

By  the  1950' s,  articles  on  credentialing  legislation  for  psycholo- 
gists had  appeared  in  the  literature.  Need  for  legislation  was  based 
on  the  current  demand  for  clinical  services  and  the  rationale  that 
"whenever  any  commodity  is  in  great  demand,  government  has  an  obliga- 
tion to  protect  the  public--to  prevent  fraudulent  or  opportunistic 
exploitation  of  that  demand--and  to  see  that  the  public's  needs  are 
met"  (Heiser,  1950,  p.  104).  The  regulatory  procedure  recommended 
at  the  time  was  certification  as  opposed  to  licensure  due  to  two 
fundamental  difficulties  with  licensure  legislation:  the  fact  that 
there  was  no  clear-cut  delineation  of  what  a  psychologist  does  and 
the  fact  that  standards  agreed  upon  for  a  licensing  law  would  most 
likely  have  a  body  of  psychologists  who  could  not  be  licensed 
(Saffir,  1950).  However,  Wendt  (1950)  made  clear  that  the  legislation 
considered  by  the  American  Psychological  Association  (APA)  Legislative 
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Committee  was  licensing  legislation.  The  purpose  of  Wendt's 
writing  was  to  recommend  general  practice  legislation  instead  of 
specialty  legislation.  He  reasoned  that  enforcement  agencies 
would  have  difficulty  enforcing  a  specialty  exclusion  when  other 
psychologists  could  legally  practice  because  specialty  licensing 
would  have  negative  effects  on  professional  education  limiting  the 
development  of  the  profession  and  curricula,  because  the  existence 
of  a  specialty  license  only  in  clinical  psychology  would  produce  an 
abnormal  emphasis  on  service  demands  threatening  continued  research, 
because  there  would  be  a  danger  of  dividing  psychology  into  splinter 
groups  by  specialty,  and  finally,  because  the  need  for  public  protec- 
tion would  exist  in  the  industrial  and  counseling  fields  as  well. 

The  official  position  of  APA  was  solidified  in  a  report  by  the 
Ad  Hoc  Committee  on  Relations  Between  Psychology  and  Other  Professions 
(1953).  The  report  adopted  by  APA  in  1953  recommended  that  APA  should 
support  state  legislation  efforts,  that  this  legislation  should 
certify  by  title  and  not  restrict  activities  of  a  psychologist, 
that  psychologists  are  approved  for  private  practice,  and  that  APA 
should  oppose  restrictive  legislation  that  unduly  limits  the  appro- 
priate functioning  of  psychologists. 

The  impetus  for  psychology  to  use  legislation  to  establish  the 
right  to  practice  psychotherapy  grew  out  of  the  conflicts  between 
organized  psychology  and  organized  psychiatry.  In  1954  a  joint 
resolution  was  adopted  by  the  American  Medical  Association,  the 
American  Psychiatric  Association,  and  the  American  Psychoanalytic 
Association  which  stated:  "Psychotherapy  is  a  form  of  medical 
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treatment  and  does  not  fo nil  the  basis  for  a  separate  profession." 
They  went  on  to  endorse  "the  appropriate  utilization  of  the  skills 
of  psychologists,  social  workers,  and  other  professional  personnel 
in  contributing  roles  in  settings  directly  supervised  by  physicians" 
(Hogan,  1978b,  p. '28). 

The  Sociological  Perspectives 

The  Committee  on  the  Implications  of  Certification  Legislation 
(1958)  of  the  American  Sociological  Society,  reviewing  the  dilemma ^ 
between  organized  psychology  and  psychiatry,  prepared  a  statement  on 
the  certification  efforts  of  psychologists.  The  statement  said  that 
sociologists,  while  sympathetic  to  the  problem  underlying  the  move 
toward  certification  and  appreciative  of  APA's  intent  to  emulate 
principles  of  a  good  profession,  were  concerned  about  the  certifica- 
tion movement  and  gave  two  fundamental  reasons  for  that  concern. 
First,  sociologists  believed  their  claim  on  social  psychology  to  be 
as  sound  as  psychologists.  Restricting  the  use  of  the  undefined  word 
"psychology"  would  at  worst  restrict  continued  work  in  that  area  and 
at  best  have  professionals  in  psychology  judge  the  qualifications  and 
thus  regulate  the  development  of  sociologists.  Second,  the  establish- 
ment of  "psychology"  as  a  legally  sanctioned  term  could  lead  private 
and  public  organizations  to  adopt  the  requirements  of  state  boards, 
thereby  making  inaccessible  positions  in  social  psychology  to 
sociologists.  Sociologists  would  ultimately  be  viewed  by  the  public 
as  incompetent  to  practice  their  traditional  craft.  Thus,  the 
Committee  concluded  that  certification  of  the  inclusive  term  psychology 
would  not  serve  the  public  interest  in  that  it  begins  by  preempting 
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a  related  profession's  domain.  The  professional  issues  of  the  time 
would  remain  central  to  the  credential ing  question  as  the  more  recent 
literature  demonstrates  (Cottingham  &  Swanson,  1976;  Sweeney  & 
Sturdevant,  1974).  The  political  battle  between  organized 
psychology  and  the  medical  community  continued  until  the  early 
sixties  by  which  time  opposition  to  psychology  had  ceased.  By  1977, 
all  states  had  enacted  legislation  regulating  psychologists  (Hogan, 
1978b). 

Sociologists  took  a  dim  view  of  the  development  of  psychological 
certification  and  questioned  the  appropriateness  of  certifying 
academic  professors  (Borgatta,  1958).  Borgatta  noted  that  difficulty 
in  defining  skills  in  psychology  would  threaten  to  preempt  such 
adjacent  fields  of  practice  as  educational  counseling,  personnel 
counseling,  management  counseling,  human  relations  work,  and  social 
work.  Goode  (1960)  examined  the  pattern  of  professionalization  and 
its  relation  to  the  growth  of  emerging  professions  versus  encroach- 
ment claims  of  established  professions.  Goode  was,  by  this  time, 
making  observations  about  practicing  professions  including  psychology, 
as  opposed  to  earlier  views  of  psychology  as  an  academic  profession. 

Social  work,  as  a  practicing  profession,  had  long  standing 
interests  in  certification  but  had  great  difficulty  in  settling 
internal  professional  disagreements  necessary  to  accomplish  the 
passage  of  legislation.  At  the  same  time  psychology  overcame 
resistance  from  the  medical  community,  social  work  began  to  succeed 
in  legislative  efforts  with  the  greatest  activity  in  the  latter 
seventies  (Hogan,  1978c). 
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Influence  of  Third-Party  Reimbursement 

The  rapid  expansion  of  state  licensure  in  the  seventies  was 
influenced  by  the  availability  of  third  party  payment  of  services. 
In  an  article  advising  social  workers  of  the  need  for  involvement  in 
third-party  payment  systems,  Kurzman  (1973),  pointed  out  that  95 
percent  or  64  million  persons  insured  under  Blue  Cross  have  some 
degree  of  coverage  for  nervous  and  mental  disorders,  and  social 
workers  should  be  receiving  insurance  payments  for  services  rendered. 
Kurzman,  in  discussing  obstacles  to  social  workers'  receipt  of  pay- 
ments, wrote  that  insufficient  standards  governing  the  title  and 
practice  of  social  work  was  charged  by  insurors,  legislators,  and 
administrators  and  that  they  generally  looked  to  licensing  as  an 
appropriate  standard.  He  discussed  the  resolution  of  the  National 
Association  of  Social  Workers  to  pursue  state  licensing  as  needed 
because  legislators  and  insurance  carriers  were  reluctant  to  recognize 
the  Academy  of  Certified  Social  Workers  as  an  adequate  standard  for 
private  practice  (Kurzman,  1973).  Prior  to  1970  only  seven  states  had 
passed  statutes  regulating  social  workers,  while  in  the  period  between 
1970  and  1977  there  were  14  new  statutes  (Hogan,  1978c). 

The  reluctance  that  Kurzman  addressed  in  1973  was  still  a  factor 
by  the  close  of  the  decade  regarding  insurance  for  mental  health 
services  (Brown,  1978).  Beigel  (1975)  suspected  that  this  negativism 
was  not  due  to  cost-effectiveness  arguments.  These  have  been  effec- 
tively proven  in  favor  of  mental  health  coverage  (Reed,  Myers,  & 
Scheidemandel ,  1972).  There  are  inistead  other  factors  that  impede 
the  acceptance  of  mental  health  benefits  by  legislators,  lay  people, 
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and  insurers.  These  are  accountability  and  quality  control,  pending 
national  health  insurance,  and  adverse  interdisciplinary  relation- 
ships (Beige! ,  1975). 

Kurzman  (1973)  speaks  of  the  social  workers  drive  for  recogni- 
tion by  insurance  carriers  as  an  interdisciplinary  struggle  with  the 
primary  opposition  being  the  American  Medical  Association.  He  cites 
that  psychologists  face  the  same  opposition  under  the  same  arguments. 
Beige!  addresses  the  issue  in  the  context  of  the  medical  versus  social 
model  by  saying 

There  is  no  question  that  professional  organizations, 
service  delivery  systems,  and  consumer  groups  are 
tremendously  concerned  about  whether  the  conflicts 
between  the  various  disciplinary  groups  will  be 
resolved  in  time  to  prevent  a  serious  negative  impact 
on  the  mental  health  service  delivery  system.  Not 
that  any  of  these  groups  alone  is  capable  of  destrying 
the  system,  but  there  is  no  question  that  their  in- 
ability to  date  to  each  some  kind  of  accommodation  in 
a  number  of  areas  is  looked  at  with  disdain  by  legisla- 
tures and  funding  bodies.  (Beige!,  1975,  p.  194) 

A  further  explanation  of  the  medical  versus  social  model  conflict 

is  offered  by  Brown  (1978).  He  states  that  some  argue  that  mental 

health  problems  are  in  the  main  not  medical  but  problems  of  living 

rooted  in  family  and  society  and  are  expressed  in  problems  in  social 

functioning  and  actualization  of  potential.  Brown,  however, 

emphasizes  the  growing  body  of  evidence  linking  serious  forms  of 

emotional  disturbance  to  biochemical  and  biological  factors  as  a 

buttress  to  the  applicability  of  the  medical  model. 

Difficulty  in  accountability  is  often  linked  to  formulation  of 

acceptable  goals;  the  more  precise  the  goal,  the  less  consensus  on 

acceptability  (Denton,  1975).  Stewart  (1977)  points  out  that 


21 


increased  emphasis  is  being  placed  on  accountability  and  suggests 
that  the  evaluation  criteria  or  goal  formulation  to  which  Denton 
refers  should  have  substantial  input  from  psychologists  as  opposed 
to  bureaucratic  accountants.  However,  few  human  service  workers 
have  the  academic  training  for  accountability  evaluation  (Sormier, 
1977;  Williamson,  Prost,  &  George,  1978).  Only  recently  have 
universities  recognized  program  evaluation  as  a  specialty  and  are 
creating  curricula  to  reduce  functional  gaps  and  meet  the  need  for 
professional  identity  and  ethical  character  in  evaluators  (Schulberg  & 
Perloff,  1979).  Schulberg  and  Perloff  continue  by  saying  that 
academia's  status  and  power  have  been  crucial  for  bolstering  the 
fundamental  rigor  and  credibility  of  other  social  sciences,  and  this 
authority  should  now  be  exercised  in  support  of  program  evaluation. 
Psychotherapy  services  have  become  accessible  to  large  numbers  and 
varieties  of  people.  Also,  there  is  great  variety  in  therapies  with 
little  research  on  the  outcome.  Society,  through  insurance  executives, 
public  administrators,  and  legislators,  is  demanding  that  psycho- 
therapists be  accountable  and  show  what  can  be  done  for  whom,  and 
under  what  circumstances  (Hadley  &  Strupp,  1977). 

Pending  national  health  insurance  also  affects  the  availability 
of  third-party  payment  for  mental  health  services.  For  a  decade 
anticipation  of  national  health  insurance  has  been  evidenced  in  the 
professional  literature  (Brown,  1978;  Woodcock,  1972).  Articles 
that  discuss  private  insurance  do  not  fail  to  mention  pending  national 
health  insurance  in  some  form  (Beigel,  1975;  Chodoff,  1972;  Kurzman, 
1973). 
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Leonard  Woodcock  (1972),  the  President  of  the  United  Automobile 
Workers  Union,  addressed  psychiatrists  on  problems  mental  health 
professions  must  help  to  solve  in  the  health  care  system  and  outlined 
a  national  health  insurance  proposal.  He  commented  that  private 
insurance  has  failed  to  deliver  "health  care,  cost  control,  or 
universal  protection"  expected  of  it  (Woodcock,  1971,  p.  141).  He 
pointed  out  that  private  insurers  are  concerned  with  the  exchange  and 
protection  of  dollars,  not  with  the  provision  of  health  care  services. 
Further,  they  have  refrained  from  activities  of  health  planning  and 
health  standards,  deemphasized  ambulatory  care,  ignored  preventive 
care,  and  expanded  costly  hospital  care.  In  mental  health,  he 
reported  that  they  continue  to  promote  major  medical  benefits  which 
act  as  a  deterrent  to  early  diagnosis  and  treatment. 

Health  planning  and  standards  are  typically  a  function  of  the 
government  (SMC,  1977).  Although  private  insurers  are  not  required 
to  adopt  federal  personnel  requirement  policies  or  payment  criteria, 
many  have  the  tendency  to  do  so  thus  reinforcing  standards  set  by 
federal  agencies  (Thomas,  1976).  However,  there  are  serious  questions 
as  to  what  and  who  should  be  included  in  such  policies  in  future 
federal  compensation  programs  (SMC,  1976). 

A  common  assumption  in  the  professions  has  been  that  national 
health  insurance  would  be  distributed  to  providers  who  are  state 
licensed  (Kurzman,  1973).  Psychologists  prepared  a  national  register 
of  psychologists  with  state  licenses  (Wellner  &  Mills,  1977). 
Representatives  of  several  health  professional  organizations  in  a 
joint  statement  later  endorsed  by  the  National  Council  for  Community 
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Mental  Health  advocated  state  licensure  as  one  of  the  criteria  for 
being  a  qualified  mental  health  practitioner  eligible  for  direct 
reimbursement.  Other  criteria  were  a  graduate  degree  in  a  mental 
health  specialty,  two  years  supervised  experience,  designated  as 
qualified  by  a  program  of  the  professional  organization,  and  relicensed 
biannually  with  continuing  education  as  determined  by  professional 
associations  (Goldberg  et  al.,  1974). 

Non  Professional  Developments  in  Regulation 

Professions  are  interested  more  than  ever  before,  in  licensing 
that  follows  a  model  of  professionalism  established  by  older  profes- 
sions with  higher  status  (Matarazzo,  1977).  In  the  past  quarter 
century  licensure  laws  have  doubled  such  that  by  1976  there  were 
almost  2,800  statutory  provisi-ons  that  required  occupational  licensing, 
(Mackin,  1976).  In  1065,  only  120  professional  associations  were 
involved  in  credential ing,  but  the  figure  today  would  be  several  times 
higher  (Jacobs,  1979).  In  a  series  of  meetings  at  which  state 
officials  discussed  common  problems  relating  to  licensing,  the  major 
concern  of  legislators  was  the  proliferation  of  licensure  and  efforts 
to  bring  the  explosive  growth  of  occupational  regulations  under 
control  (Shimberg,  1976).  The  rapidly  growing  number  of  health 
occupations  seeking  and  obtaining  state  licensure  poses  at  least  two 
problems:  (1)  the  proliferation  of  occupations  and  roles  is  likely 
to  contribute  to  inefficiencies  in  the  health  system;  and  (2)  the 
adoption  of  arbitrary  scopes  of  practice  in  fields  that  will  be  under- 
going substantial  evolution  over  the  next  five  to  ten  years  (SMC, 
1977). 
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Although  there  has  traditionally  been  a  hands-off  policy  on 
the  part  of  the  federal  government  toward  occupational  licensing, 
there  is  increasing  evidence  of  a  change  of  policy  (Mackin,  1976). 
Jacobs  (1979)  reports  that  certain  aspects  of  professional  creden- 
tial ing  programs  have  come  under  legal  attack  or  possible  federal 
regulation  mentioning  the  Federal  Trade  Commission  and  the  Department 
of  Justice  as  two  interested  parties.  Mackin  (1976)  also  indicates 
activity  on  the  part  of  the  Federal  Trade  Commission  as  well  as  the 
Equal  Employment  Opportunity  Commission  in  occupational  licensure  and 
urges  counselors  to  become  familiar  with  these  regulatory  issues. 
The  Department  of  Health,  Education,  and  Welfare  through  the  office 
of  the  Assistant  Secretary  for  Health  has  also  been  actively  involved 
in  the  regulatory  process  (DHEW,  1971). 

Licensure  has  also  been  the  active  concern  of  state  legislators. 
Growing  suspicions  of  the  entire  regulatory  enterprise  have  been 
heightened  by  revelations  that  many  trade  and  professional  groups 
are  using  the  power  of  licensing  boards  to  foster  anticompetitive 
practices.  Legislators  have  been  urged  by  consumer  officials  to  seek 
hard  evidence  as  to  the  need  for  regulation  (Shimberg,  1976). 

Licensure  fulfills  the  fundamental  role  of  establishing  minimum 
standards  to  protect  the  health  and  safety  of  the  public  (DHEW, 
1971).  However,  requests  for  licensure  seldom  come  from  an  out- 
raged public  seeking  to  end  intolerable  abuse.  Instead,  they  usually 
come  from  an  occupational  group  that  is  the  major  beneficiary  of  a 
licensure  law  (Shimberg  &  Roederer,  1978).  It  is  well  recognized 
that  licensing  laws  promote  the  economic  well  being  of  the  profession 
regulated  and  may  be  enacted  with  that  purpose  in  mind  (Hogan,  1978b). 
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Cohen  (1973a)  discusses  professional  credential ing  in  terms  of 
a  profession's  drive  for  autonomy.  He  says  that  professional  status 
results  from  the  profession's  claim  to  specialized  competence.  The 
professional  claims  that  he  uniquely  possesses  the  knowledge  and 
skills  to  define  problems,  set  the  approach  to  solving  them,  and 
judge  the  success  of  the  course  of  action  in  his  or  her  area  of 
competence.  The  autonomy  and  special  privilege  accorded  professions 
is  predicated  upon  three  claims:  (1)  an  unusual  degree  of  skill  and 
knowledge  is  involved  such  that  non-professionals  are  not  equipped  to 
evaluate  it  or  regulate  it;  (2)  professionals  are  responsible  and  may 
be  trusted  to  work  conscientiously  without  supervision;  and  (3)  the 
profession  can  be  trusted  to  take  proper  action  on  occasions  of 
incompetence  or  unethical  behavior.  Professional  autonomy  is  linked 
to  credential ing  wherein  prerequisites  and  standards  of  competence 
are  established  for  practice.  Licensure  by  state,  certification  by 
association,  and  accreditation  are  three  parts  of  the  credential ing 
system  over  which  the  profession  must  gain  control  for  autonomy. 
This  is  tantamount  to  self-regulation.  The  state  uses  the  professional 
association  as  the  source  of  guidance.  State  licensure  boards  are  made 
up  of  those  recommended  by  the  association.  The  power  of  the  state 
supports  its  standards  and  creates  a  socio-political  environment  in 
which  it  is  free  from  rivalry  of  competition  and  controls  auxiliary 
workers. 

The  ultimate  goal  of  self-regulation  leading  to  a  closed  shop 
is  a  purpose  for  licensing  that  is  at  an  opposite  pole  from  public 
protection.  Most  attempts  at  licensure  fall  on  a  continuum  between 
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the  two  poles  and  while  in  recent  years  more  attention  has  been  given 
to  public  accountability,  the  capture  theory  is  not  to  be  disre- 
garded because  the  professions  will  attempt  in  time  to  gain  control 
over  accountability  as  well  (Cohen,  1977). 

Others  (Hogan,  1978b;  Shimberg,  1976;  Shimberg  &  Roederer, 
1978)  are  not  as  systematic  as  Cohen  in  their  identification  of 
professional  benefits  from  licensure.  Some  of  the  advantages  mentioned 
are  obvious  even  to  the  casual  observer.  The  statutory  regulation  is 
a  symbol  of  respectability  and  demonstrates  that  the  profession  is 
well  established.  This  lessens  the  difficulty  of  attracting  high- 
caliber  recruits  and  helps  define  the  field  more  clearly.  It  also 
controls  the  number  and  geographic  distribution  of  practitioners 
(Hogan,  1978b).  Some  licensing  boards  use  their  power  to  erect 
barriers  to  restrict  entry  into  the  field,  control  the  availability 
and  cost  of  services,  and  restrict  competitive  bidding  (Shimberg  & 
Roederer,  1978). 

HEW  Licensure  Studies 

The  growing  public  interest  in  the  health  care  system  and  man- 
power credentialing  influenced  the  enactment  of  Public  Law  91-519, 
an  amendment  to  the  Public  Health  Service  Act  on  November  2,  1970. 
In  that  law  Sec.  799A  provided  for  the  Secretary  of  Health  to  prepaire 
and  submit  to  Congress  a  report  identifying  the  major  problems 
associated  with  licensure,  certification,  and  other  qualifications 
for  practice  or  employment  of  health  personnel  (DHEW,  1971).  The 
first  of  the  health  manpower  reports  (DHEW,  1971)  was  an  overview  of 
the  state  of  professional  credentialing  and  presented  many  of  the 


27 


concerns  about  licensure  mentioned  earlier.  In  addition,  it  covered 
probl ens  encountered  for  licensure  with  career  and  geographic 
mobility,  foreign  graduates,  and  demonstrating  and  maintaining 
proficiency.  The  report  recontnended  a  moratorium  for  two  years  on 
the  enactment  of  legislation  that  would  establish  new  health  per- 
sonnel categories,  adoption  and  use  of  national  examinations  for 
licensure,  development  of  proficiency  examinations,  and  the  investiga- 
tion of  national  certification  and  institutional  licensure  as  alterna- 
tives to  the  present  system.  A  follow-up  report  provided  greater 
detail  and  justification  for  the  1971  recommendations,  reported  on 
activity  in  the  states,  and  urged  continuance  of  the  moratorium  on 
legislative  activity  while  alternative  credential ing  methods  were 
being  explored.  Two  reports  followed;  one  reported  that  construction 
of  a  system  of  national  level  certification  of  health  providers  was 
feasible  and  should  be  undertaken  (Sweezy,  1974).  The  other  explored 
institution  licensure  as  an  alternative  and  it  was  found  lacking  due 
to  political  difficulties  that  would  prevent  initiation  of  an  adequate 
system  (Storrer  et  al.,  1976). 

The  Subcommittee  for  Health  Manpower  Credentialing  (SMC,  1976) 
prepared  a  final  report  with  recommendations  on  the  studies.  How- 
ever, the  report  when  previewed  by  officials  in  various  states  did 
not  meet  with  total  approval.  In  recognition  of  political  pressure, 
one  recommendation  was  dropped,  and  wording  was  altered  slightly  in 
a  subsequently  drafted  and  published  version  of  the  final  report 
(SMC,  1977). 
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The  HEW  studies  had  been  founded  on  the  premise  that  the  only 
reason  for  licensure  was  to  protect  the  public  from  significant 
harm  to  health  and  to  safety  (DHEW,  1971).  The  studies  found  that 
licensure  failed  in  this  purpose,  and,  instead  of  making  quality 
health  care  more  available,  it  served  to  enhance  the  professions 
and  harm  the  public  (DHEW,  1977).  Cohen  (1977),  articulating  this 
failure,  pointed  out  that  licensure,  having  concentrated  on  creating 
restrictive  (usually  irrelevant)  criteria  for  initial  entry  into  a 
profession,  has  virtually  ignored  the  maintainence  of  competence 
in  those  licensed.  It  has  neither  served  to  advance  the  development 
of  performance  standards  nor  the  development  of  competency  assessment. 
Reiff  (1974)  saw  licensure  as  a  self-serving  device  that  professions 
use  to  control  knowledge  as  a  commodity  which  if  made  available  would 
benefit  the  public. 

Board  compositions  and  board  practices  bear  much  of  the  responsi- 
bility for  criticism  of  licensure.  Boards  are  almost  always  made 
from  recommended  candidates  from  state  professional  organizations  and 
are  thus  tied  to  the  politics  within  the  state  association  rather 
than  selected  on  the  basis  of  being  the  best  qualified  for  board 
service  (Matarazzo,  1977).  Board  practices  have  been  identified  as 
having  contributed  to  poor  distribution  of  practitioners  and 
specialists  in  the  states  (Cohen,  1977).  Cohen  (1973b)  also  identifies 
several  reasons  that  Boards  do  not  act  in  accordance  with  the  dis- 
ciplinary powers  and  responsibilities  that  are  entrusted  to  them. 
The  reasons  are 
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1.  revoking  a  license  means  depriving  a  colleague  of  a  means 
of  livelihood  and  an  entire  way  of  life; 

2.  law  suits  against  Boards  result  in  about  a  50  percent 
reinstatement  of  revoked  licenses; 

3.  boards  must  often  assume  roles  of  investigators,  prosecutors, 
juries,  judges,  and  executioners  in  proceedings  which  creates  great 
opportunity  for  the  misuse  of  power  and  threatens  the  accused's  right 
of  due  process; 

4.  general  ambiguity  and  lack  of  precision  in  statutory 
provisions  delimiting  the  groups  for  board  sanctions;  and 

5.  the  role  in  assuring  minimal  quality  has  been  limited  to 
initial  entry  (Cohen,  1973b). 

Virtually  e^ery  writer  addressing  the  area  of  professional  regula- 
tion recommends  some  kind  of  reform  and  many  are  specific  as  to  the 
reforms  needed.  Cohen  (1973b)  addresses  two  general  areas  of  reform 
concern:  (1)  the  rigidity  of  licensure  that  impedes  geographic  and 
career  mobility  or  the  use  of  trained  assistants  and  (2)  the  extent 
to  which  licensure  is  a  meaningful  indicator  or  measurer  of  competence. 
More  specifically,  Cohen  and  Mi  ike  (1974)  suggested  expanded 
responsibilities  for  boards  which  included  (a)  assuring  initial 
competence,  (b)  assuring  continued  competence,  (c)  formulating  and 
imposing  discipline  on  errant  practitioners,  (d)  determining  specialty 
and  geographic  distribution  of  those  licensed,  and  (e)  providing  for 
interprofessional  coordination  of  new  patterns  of  manpower  utiliza- 
tion. More  recently,  Cohen  (1977)  has  called  for  the  application  of 
more  pervasive  social  controls  on  health  manpower  including  competency 
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based  licensure  examinations  founded  on  national  standards,  prof esr 
sional  standards  review  organizations,  continued  competency 
requirements  for  reli censure,  and  possible  adoption  of  manpower 
as  a  public  utility  with  requirements  for  service  in  unserved 
areas  for  third-party  remibursement  eligibility. 

Perhaps  the  most  powerful  recommendation  for  change  in  health 
manpower  credential ing  came  out  of  the  HEW  studies.  The  final  report 
quoted  here  (SMC,  1977)  offered  six  recommendations  which  in  onei  form 
or  another  have  been  adopted  and  acted  upon  by  various  agencies. 
They  are 

1.  A  broadly  representative  national  (non-Federal)  certification 
commission  should  be  established  to  perform  the  following  functions 
for  allied  health  occupations: 

a.  Develop  and  continually  evaluate  criteria  and  policies 
for  the  purpose  of  recognizing  certification  organiza- 
tions and  monitoring  their  adherence  to  the  criteria. 

b.  Participate  in  the  development  of  national  standards  as 
proposed  in  recommendation  2. 

c.  Provide  consultations  and  technical  assistance  to 
certification  organizations. 

2.  National  standards  for  the  credential ing  of  selected  health 
occupations  should  be  developed  and  continually  evaluated.  Profes- 
sional organizations,  other  elements  in  the  private  sector,  and  state 
governments  should  play  a  significant  role  in  this  process.  The 
standards  thus  developed  should  be  utilized  for  the  various  purposes 
for  which  standards  are  required,  including  professional  certification, 
licensure,  private  sector  and  civil  service  employment,  and  third- 
party  reimbursement. 
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3.  States  should  entertain  proposals  to  license  additional 
categories  of  health  personnel  with  caution  and  deliberation.  Before 
enacting  any  legislation  that  would  license  additional  categories  of 
health  manpower,  states  should  consider  the  following  factors: 

a.  In  what  way  will  the  unregulated  practice  clearly 
endanger  the  health,  safety,  and  welfare  of  the 
public,  and  is  the  potential  for  harm  easily 
recognizable  and  not  remote  or  dependent  on  tenuous 
argument? 

b..  How  will  the  public  benefit  by  an  assurance  of 
initial  and  continuing  professional  competence? 

c.  Can  the  public  be  adequately  protected  by  means 
other  than  licensure? 

d.  Why  is  licensure  the  most  appropriate  form  of 
regulation? 

e.  How  will  the  newly  licensed  category  impact  upon 
the  statutory  and  administrative  authority  and 
scopes  of  practice  of  previously  licensed  cate- 
gories in  the  States? 

4.  States  should  take  new  steps  to  strengthen  the  accountability 
and  effectiveness  of  licensure  boards  that  will  allow  them  to  play  an 
active  role  in  assuring  high  quality  health  services.  These  include 

a.  Allocate  increased  funding,  staffing,  legal  assistance 
and  other  resources. 

b.  Assign  high  priority  to  disciplinary  procedures  and 
responsibilities. 
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c.  Adopt  relevant  national  examinations  and  standards. 

d.  Expand  membership  on  boards  to  include  effective 
representation  of  consumers  and  other  functionally- 
related  health  professions. 

e.  Establish  appropriate  linkages  with  the  various 
health  licensing  boards  and  between  such  boards  and 
other  governmental  health  agencies  responsible  for 
planning,  development,  and  monitoring  of  health  man- 
power and  services. 

f.  Develop  a  data  capacity  that  is  relevant  to  the  formu- 
lation of  health  manpower  policy. 

5.  Certification  organizations,  licensure  boards,  and  professional 
associations  should  take  steps  to  recognize  and  promote  the  widespread 
adoption  of  effective  competency  measures  to  determine  the  qualifica- 
tions of  health  personnel.  Special  attention  should  be  given  to  the 
further  development  of  proficiency  and  equivalency  measures  for  appro- 
priate categories  of  health  manpower. 

6.  Certification  organizations,  licensure  boards,  and  profes- 
sional associations  should  adopt  requirements  and  procedures  that  will 
assure  the  continued  competence  of  health  personnel.  Additional 
studies  of  the  best  mechanisms  to  assure  continued  competence  should 
be  supported  on  a  high-priority  basis  by  professional  associations, 
the  proposed  national  certification  commission,  state  agencies,  and 
the  Gederal  Government  (SMC,  1977,  p.  7-16). 

As  mentioned  earlier,  a  preliminary  report  was  drafted  and  revised 
prior  to  the  final  report.  The  recommendation  that  was  delineated  in 
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the  final  report  is  important  to  understanding  the  mood  or  inten- 
tions of  the  federal  bureaucracy.  The  recommendation  was 

Where  personnel  standards  are  deemed  appropriate  for 
reimbursement  under  Federal  health  care  financing  programs, 
such  reimbursement  should  be  limited  to  those  services 
rendered  by  health  professionals  who  are  either:  (1) 
licensed  by  state  board  who  have  adopted  national  standards 
or  (2)  are  approved  by  the  proposed  national  certification 
council.   (SMC,  1976,  p.  8). 

The  HEW  studies  have  had  great  influence  on  the  recent  development 
in  manpower  credential ing.  In  1976,  a  steering  coimiittee  met  to 
create  the  National  Commission  for  Health  Certifying  Agencies  and  was 
attended  by  approximately  70  professional  organizations  and  agencies 
(Messina,  1980).  The  purpose  of  the  commission  had  been  outlined  in 
the  HEW  recommendations.  Initially  the  Commission  created  guidelines 
that  would  create  competency- based  certification  with  national  per- 
formance standards  and  mechanisms  to  assist  organizations  with  meeting 
those  guidelines  (NCHCA,  1977). 

State  Actions 

With  the  National  Commission  established,  one  major  area  of  the 
HEW  recommendations  was  started.  The  other  major  area  was  the  reform 
of  licensure  laws  and  processes.  The  most  significant  advance  in 
licensure  reform  has  been  the  creation  of  Sunset  Laws  which  call  for 
the  automatic  termination  of  government  agencies  or  licensure  boards 
after  a  designated  number  of  years  unless  reinstated  by  passage  of  new 
legislation  (Adams,  1976).  Shimberg  (1976)  relates  six  questions 
that  are  in  the  Florida  Sunset  Law  (Chapter  76-168)  which  are 
intended  to  help  in  the  assessment  of  need  for  licensure  and  which 
advocate  parsimony: 
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(1)  Would  the  absence  of  regulation  significantly  hann  or 
endanger  the  public  health,  safety,  or  welfare? 

(2)  Is  there  a  reasonable  relationship  between  the  exercise 
of  the  State's  police  power  and  the  protection  of  the  public  health, 
safety,  or  welfare? 

(3)  Is  there  another  less  restrictive  method  of  regulation  avail- 
able which  could  adequately  protect  the  public? 

(4)  Does  the  regulation  have  the  effect  of  directly  or  indirectly 
increasing  the  costs  of  any  goods  or  services  involved,  and,  if  so, 

to  what  degree? 

(5)  Is  the  increase  in  cost  more  harmful  to  the  public  than  the 
harm  which  could  result  from  the  absence  of  regulation? 

(6)  Are  all  facets  of  the  regulatory  process  designed  solely  for 
the  purpose  of,  and  have  as  their  primary  effect,  the  protection  of  the 
public?  (Shimberg,  1976,  p.  144) 

To  assist  state  legislators  in  considering  licensing,  the  Council  of 
State  Governments  published  a  booklet  expanding  the  above  questions 
(Shimberg  &  Roederer,  1978).  Sunset  legislation  has  passed  or  is 
being  considered  by  over  30  states. 

Recent  Development  in  Counselor  Credential ing 

Accountability  was  a  major  concern  to  the  counseling  profession 
during  the  seventies.  Beymer  (1971)  advised  counselors  of  the 
dangers  of  ignoring  quality  in  counselors.  He  predicted  a  malpractice 
suit  within  the  decade  on  a  charge  of  negligence.  The  suit  occurred 
only  three  years  later  (Tarasoff  v.  Regents  of  California,  1975). 
Brammer  and  Springer  (1971)  introduced  a  four-tiered  system  for 
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counselor  credential ing  in  Washington  which  emphasized  performance 
standards  rather  than  accumulation  of  credits,  degrees,  and  experience. 
Beymer  (1971)  also  emphasized  performance  standards  as  the  direction 
for  professional  growth. 

It  was  evident  that  counseling  was  growing  in  other  ways  as 
well.  Counselor  education  was  a  popular  major  and  with  a  decline  of 
positions  in  public  schools  a  greater  proportion  of  students  sought 
positions  outside  of  the  schools  (Forster,  1977).  This  may  have  been 
evidence  of  Scott's  (1971)  assumption  that  novices  look  to  their  pred- 
ecessors for  guidance.  His  study  of  1964  counselor  educators  showed 
that  44.3  percent  were  members  of  APA  and  many  were  licensed 
psychologists  (Scott,  1971).  It  is  no  wonder  that  counseling  is 
perceived  as  developing  under  the  wing  of  psychology  (Forster,  1978). 
Finally,  the  move  away  from  schools  was  recognized  in  a  Position 
Statement  on  Counselor  Licensure  saying  that  members  were  increasingly 
seeking  positions  in  community  agencies  and  private  practices  (APGA, 
1974). 

This  movement  out  of  schools  by  counselors  was  not  sudden  but 
did  not  go  undetected  or  unimpeded  by  organized  psychology.  A  bill 
was  introduced  into  the  New  York  legislature  creating  a  hierarchy 
of  mental  health  workers  with  doctorates  in  clinical  psychology  at 
the  top.  It  was  an  attempt  to  control  what  was  seen  as  widespread 
quackery,  and  malpractice  (Policing,  1973).  However,  the  bill 
ultimately  failed  with  opposition  from  workers  in  specialized  areas 
of  service  objecting  to  forced  supervision  by  clinical  psychologists 
(Riegelman,  1973).  The  attempted  bill,  however,  introduced  a  logic 
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which  was  advocated  at  a  national  level.  The  Standard  for  Providers 
of  Psychological  Services  stated  that  providers  who  do  not  meet 
the  qualification  of  a  provider  as  set  in  the  standards  shall  be 
supervised  by  a  qualified  psychologist.  The  interpretation  accompany- 
ing, the  statement  made  it  clear  that  a  service  provider  with  a 
master's  degree,  associates,  assistants,  and  clerks  must  be  super- 
vised by  a  qualified  psychologist  (APA  Task  Force  on  Standards  for 
Service  Facilities,  1975). 

This  stand  was  further  advanced  by  a  new  president  of  the 
Psychotherapy  Division  of  APA.  His  first  address  called  for  Division 
29  to  stand  against  APA  recognizing  as  full  members  of  APA  those 
master's  degreed  professionals  giving  no  reasons  having  to  do  with 
competence  but  identifying  the  negative  effect  such  recognition  would 
have  on  the  receipt  of  third-party  payments  (Zimet,  1976).  Zimet 
denied  that  psychology  is  interested  in  containing  competition,  but 
was  worried  about  the  balance  of  power  in  the  profession  if  APA  were 
to  recognize  potentially  40,000  master's  members  citing  that  APGA  was 
70  percent  master's  degreed  membership.  Division  17,  traditionally 
close  in  goals  to  those  of  counselors,  formulated  a  position  statement 
in  1977  with  the  American  Association  of  State  Psychology  Boards  which 
identified  counseling  psychology  as  a  specialty  area  distinguished 
from  related  disciplines  such  as  counseling  and  guidance,  counselor 
education,  and  counseling  (Asher,  1979).  Psychologists  generally  felt 
that  counselors  are  unqualified  in  mental  health  and  need  supervision 
(Goodyear  &  Derner,  1978).  Positions  such  as  these  led  counselors 
to  perceive  the  need  for  licensure  initially  as  an  issue  forced  by 
psychologists  (Gazda,  1977). 
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Counselors  were  introduced  to  the  professional  issues  developing 
in  licensure  by  Sweeney  and  Sturdevant  (1974)  in  their  discussion  of 
the  difficulty  counselors  were  having  in  being  licensed  as  psycholo- 
gists. They  suggested  that  licensure  was  an  issue  demanding  the 
attention  of  the  profession  and  listed  some  alternative  strategies 
for  achieving  legal  equality  with  psychologists  including  the 
development  of  counselor  licensure.  Cottingham  and  Swanson  (1976) 
detained  further  difficulties  in  counselor  licensure  and  articulated  the 
need  for  legal  definition  showing  how  this  need  was  reflected  in  court 
cases  and  state  statute  and  national  legislation.  Mackin  (1976) 
warned  counselors  that  licensure  was  a  method  by  which  the  profession 
could  determine  its  own  definition  and  avoid  being  defined  by  the 
government.  Counselors  were  provided  a  demonstration  of  how,  without 
action  on  credential ing,  the  profession  could  easily  become  completely 
subordinate  to  psychology  (Lindenberg,  1975).  The  basis  for  licensure 
concerns  were  identified  by  Cottingham  and  Warner  (1978)  as  follows: 

1.  litigation  by  examining  boards  in  psychology  on  counselors 
who  were  said  to  be  practicing  psychology. 

2.  a  move  toward  supervision  of  all  mental  health  workers 
including  counselors  by  psychologists. 

3.  Veteran's  Administration  requirement  of  state  licensing  for 
psychology  positions. 

4.  the  need  to  define  counseling. 

5.  failure  of  counselors  to  implement  professional  standards. 

6.  lack  of  national  visibility  of  counselors. 
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The  Cottingham  and  Warner  (1978)  article  was  part  of  a  second  wave 
of  counseling  literature  on  licensure  which  identified  needs  for 
licensure  as  a  function  of  professional  growth  rather  than  as  a 
threat  from  psychology.  An  APGA  Position  Statement  on  Counselor 
Licensure  advanced  three  reasons  for  involvement  in  licensure  develop- 
ment: 

1.  APGA  has  a  responsibility  to  consumers  and  society  to  insure 
that  people  who  hold  themselves  out  to  the  public  as  professional 
counselors  are  qualified  to  hold  that  title  and  to  provide  services 
for  a  fee. 

2.  Membership  has  an  obligation  to  strive  toward  effective 
means  of  implementing  the  profession's  recognized  standards  of 
preparation  and  practice. 

3.  APGA  has  a  responsibility  to  promote  cooperative  relationships 
among  related  professions  as  equal  partners  in  service  to  the  public 
(APGA,  1974). 

Forster  (1977)  focused  on  the  relation  of  credential ing  to  the 
development  and  independence  of  the  profession.  He  espoused  that 
credential ing  must  be  based  on  a  shared  meaning  of  what  a  counselor 
is  and  does  and  that  there  must  be  evidence  or  experience  that 
indicates  effectiveness  and  value  of  what  counselors  do.  Later, 
Forster  (1978)  discussed  the  use  of  credential ing  in  defining  counsel- 
ing to  remedy  the  profession's  lack  of  identity.  Rutledge  (1973)  saw 
the  need  to  set  high  standards  for  specialty  counselors  and  Gianforte 
(1976)  suggested  that  credentialing  meet  the  need  for  an  introduction 
to  negotiations  for  third-party  reimbursements. 
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APGA  having  committed  itself  to  licensure  (APGA,  1974)  started 
to  take  concrete  steps  toward  licensure  development.  The  APGA 
Licensure  Commission  (1977)  developed  a  licensure  action  packet  with 
a  model  bill  to  serve  as  a  guide  to  states  considering  licensing. 
The  APGA  Special  Committee  for  Credentialing  (1977)  recommended  con- 
tinued pursuit  of  counselor  licensing  in  its  final  report  by  saying 
that  the  key  to  improvement  in  most  areas  of  credentialing  lies  in 
developing  and  implementing  professional  preparation  standards. 
American  School  Counselor  Associated  trained  licensure  consultants 
for  the  various  regions  and  AGES  developed  a  proposal  for  national 
registry  of  Professional  Counselors  (Cottingham  &  Warner,  1978). 
Warnath  (1978)  wrote  about  some  of  the  political  realities  counselors 
must  consider  when  seeking  licensing  laws  including  compromises, 
grandfathering,  and  exclusions  ini bills  and  hiring  lobbyists.  States 
were  becoming  involved  with  news  of  success  in  licensing  attempts  in 
Virginia  and  Alabama  (APGA,  1979;  Harris,  1977). 

Return  to  Definition  and  Standards 

The  licensure  efforts  forced  a  return  to  the  core  elements  of 
the  profession--definition  and  standards.  Several  authors  have 
written  of  the  need  for  a  definition  of  counseling  for  legislative 
purposes  (Asher,  1979;  Brammer  &  Springer,  1971;  Cottingham  & 
Swanson,  1976).  Lack  of  adequate  definitions  in  mental  health  was 
recognized  by  Combs  (1953)  and  has  gone  relatively  unchanged  (Hogan, 
1978b).  This  need  for  definition  may  have  been  most  effectively 
advanced  by  a  report  of  a  study  of  the  effects  of  the  deregulation 
of  psychology  in  Florida.  The  report  cites  definitions  used  by 
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professions  that  are  broad  and  vague  and  allow  a  professional  to  do 
virtually  anything  in  the  context  of  licensed  practice  (Staff  of 
the  Senate  Committee  on  Governmental  Operations,  1979).  Vague 
definitions  were  not  limiting  enough  to  be  definable  in  courts  and 
were  among  the  reasons  that  Boards  cannot  take  definitive  action 
against  errant  practitioners  (Hogan,  1978b). 

Forster  (1977)  recognized  the  difficulty  of  the  growing  counseling 
profession's  need  for  a  definition  that  is  flexible  and  open  while 
competing  with  other  social  service  professions  in  a  political  climate 
that  encourages  and  may  even  demand  fixed  definitions  and  practices. 
He  advanced  an  area  of  identity  for  a  definition  of  counseling  as  the 
facilitation  of  human  development.  He  stated  that  counseling  more  than 
any  discipline  has  focused  its  efforts  on  human  development  and  adjust- 
ment. Forster  (1978)  also  used  this  idea  of  counseling  to  accentuate 
its  difference  from  psychology.  He  claimed  that  there  are  three 
major  distinctions:  (1)  psychology  emphasizes  the  doctoral  degree 
while  counseling  emphasizes  a  two  year  master's  program;  (2) 
psychologists  work  with  psychopathology  while  counselors  work  with 
normal  populations;  and  (3)  psychologists  are  involved  in  reorganiza- 
tion of  personality  while  counselors  work  with  the  personality's 
existing  strengths  and  weaknesses  rather  than  restructuring  the 
personality.  He  suggested  that  counseling  adopt  a  positive  theoreti- 
cal base  such  as  Blocker's  Developmental  Counseling. 

Equal  to  the  need  for  definition  is  the  need  for  cpmmonly  accepted 
and  applied  standards  of  practice  and  preparation.  Authors  have 
written  about  the  importance  of  standards  relative  to  credentialing 
efforts  (Cottingham  &  Warner,  1978;  Forster,  1977)  and  some  have 


41 


recognized  that  the  standards  should  be  practice  related  competencies 
(Beymer,  1971;  Carroll,  Halligan,  &  Griggs,  1977;  Rutl edge,  1973). 
Arbuckle  (1977)  speaking  of  practice  standards,  stated  that  if 
licensure  is  to  have  meaning  it  must  be  directly  related  to  the 
professional  function  of  the  person  being  licensed,  and  that  if 
competencies  can  be  determined,  licensure  should  be  based  on  the 
evaluation  of  them.  Stripling  (1978)  seeking  to  influence  the 
foundation  of  counseling,  stated  that  at  the  heart  of  professional 
development  are  standards  of  preparation  and  that,  through  involvement 
in  standards  of  preparation  and  accreditation,  counselors  can  gain 
more  visibility  for  the  profession  and  play  a  more  responsible  role 
in  providing  quality  counseling  and  guidance  services. 

Alternatives  to  Licensing 

Some  counselors  have  been  continually  dubious  of  whether  licensing 
is  a  proper  goal  for  the  profession  and  have  suggested  alternatives. 
Combs  (1953)  was  perhaps  the  first  to  doubt  the  ability  of  licensing 
to  protect  the  public.  Rogers  (1973)  advanced  the  view  that  licensure 
did  not  serve  the  public  interest.  One  of  the  difficulties  cited 
has  been  the  use  of  academic  exams  for  practicing  professions  (Wachowick, 
1977).  Arbuckle  (1977)  also  questioned  licensure's  relation  to  the 
functions  of  the  practitioner.  One  of  the  most  articulate  recent 
critics  of  licensure  has  been  Gross  (1977).  He  said  there  are  three 
questions  that  are  used  to  address  issues  of  quality  in  mental  health 
services.  They  are 

(1)  How  do  you  distinguish  good  services  from  bad  services? 

(2)  Where  do  you  draw  the  line? 

(3)  Who  draws  the  line? 


Gross  maintained  that  in  past  licensure  efforts  the  questions  have 
been  asked  in  reverse  order  lending  them  ineffective.  There  was 
little  basis  for  restrictive  legislation  from  the  evidence  of  harm 
or  exploitation  nor  from  substantial  public  outrage.  He  called 
licensure  a  major  support  for  a  system  that  creates  dependency  on 
professionals  and  reduces  the  consumers'  ability  to  care  for  them- 
selves. 

Self-disclosure  laws  have  been  suggested  as  an  alternative  to 
licensing  (Gross,  1977;  Swanson,  1979;  Witmer,  1978).  Such  a  law 
would  require  a  mental  health  practitioner  to  provide  a  client 
information  about  counseling  prior  to  service.  Information  would  be 
about  the  background,  preparation,  methods,  and  fees  of  the  provider 
(Witmer,  1978).  Swanson  (1979)  suggested  that  the  addition  of  a 
consumer  directory  with  information  on  selecting  adequate  service 
would  effectively  arm  the  consumer  for  self-protection  and  negate  the 
need  for  licensure. 

Another  alternative  is  natidnallevel  certification.  The  establish- 
ment of  a  national  certifi cation, system. and  registry  holds  promise  for 
providing  visibility  for  counseling  while  aiding  in  the  implementation 
of  standards  (Cottingham  &  Warner,  1978).  AMHCA  was  quick  to 
recognize  the  potential  for  such  a  system  and  the  corresponding  favor- 
able political  climate  in  the  health  care  system  to  such  an  alternative 
(Lindenburg,  1978).  AMHCA  began  preparation  for  such  a  system  (AMHCA, 
1978).  The  certification  procedures  that  were  drafted  (AMHCA 
Certification  Committee,  1979)  were  designed  to  conform  in  all  ways 
possible  with  the  guidelines  for  application  to  the  newly  formed 
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National  Corranission  of  Health  Certifying  Agencies  (NCHCA,  1979). 
Messina  (1979)  provided  a  rationale  for  the  establishment  of 
certification  discussing  Federal  involvement  in  credentialing  and 
the  National  Commission's  role  in  ensuring  that  certification 
procedures  serve  the  public  interest  in  protection  from  harm  and 
availability  of  services.  He  mentioned  also  that  the  procedures  will 
provide  the  profession  national  level  recognition  in  an  area  that 
can  be  complementary  to  state  licensure.  . 

The  Development  of  the  Profession  of  Mental  Health  Counselors 

The  thesis  of  this  section  is  that  mental  health  counseling  as 
a  profession  evolved  from  the  coipon  interests  of  counseling  and 
psychology  and,  due  to  organizational  influences,  societal  changes, 
and  professional  development,  the  need  arose  for  the  formalization 
of  the  profession  practiced  by  mental  health  counselors.  It  is  assumed 
that  identification  and  understanding  of  these  influences  will  help  in 
formulating  a  perspective  on  the  future  of  the  profession. 

Early  Developments 

Antecedents  to  the  development  of  a  practicing  counseling  profes- 
sion are  found  in  the  movements  of  the  first  half  of  the  twentieth 
century.  Greatly  aided  by  the  mental  hygiene  movement  led  by  Clifford 
Beers,  great  interest  was  given  to  mental  abilities  and  the  professional 
mental  assessment  movement  (Shertzer  &  Stone,  1974;  Tyler,  1969). 
Assessment  of  mental  abilities  led  the  way  to  the  practice  of  psychology 
as  most  psychologists  prior  to  1950  were  involved  to  a  great  extent  in 


44 


clinical  testing  (Rabin,  1968).  The  movement  aided  counseling  in 
a  number  of  ways  in  that  it  led  to  the  study  of  individual  differences, 
creation  of  a  testing  code  of  ethics,  and  served  as  a  basis  for  per- 
sonality theory  (Shertzer  &  Stone,  1974).  Testing  served  also  as  the 
backbone  of  the  vocational  counseling  movement  in  the  1930's  (Tyler, 
1969).  At  that  point  in  American  history,  vocational  counseling, 
identification  of  individual  abilities,  and  job  placement  were  of  utmost 
importance  in  providing  stability  to  man  (Wrenn,  1977). 

The  vocational  counseling  movement  is  generally  regarded  as  the 
foundation  of  counseling  and  guidance  which  from  the  beginning  found 
acceptance  in  education  as  an  appropriate  setting  for  the  development 
of  vocational  counseling  approaches  (Miller,  1973).  It  is  the  merger 
of  the  vocational  counseling  and  testing  movements  that  is  credited 
for  the  development  of  counseling  psychology  as  a  specialty  of  psychology 
(Super,  1955).  From  an  historical  standpoint,  it  is  easy  to  see  the 
confluence  of  purposes  and  goals  of  guidance  and  psychology  as  reflected 
in  the  APA  Division  17.  Even  after  changing  the  name  of  the  division 
in  1951  from  Counseling  and  Guidance  to  Counseling  Psychology,  Super 
(1955),  writing  of  the  division's  evolution,  clearly  outlines  the 
similarity  of  interests  and  in  fact  shared  leadership  with  the 
newly  formed  APGA  which  was  then  thought  to  be  an  interest  group 
more  than  a  professional  organization. 

The  meshing  of  purpose  and  interests  of  the  fields  of  guidance 
and  psychology  in  applied  counseling  settings  is  perhaps  best 
illustrated  by  examining  the  attempts  to  establish  identity  for 
counseling  psychologists  through  definition  of  counseling  psychology. 
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The  relation  of  vocational  guidance  and  counseling  psychology  was 
often  an  integral  part  of  the  definition.  Blume  and  Balinsky  (1951) 
describe  psychology's  contribution  to  guidance  and  illustrate  that 
psychology  is  at  the  core  of  vocational  guidance.  They  contend  that 
vocational  guidance  uses  a  clinical  interview  method,  psychological 
tests,  and  psychological  research  methods  for  evaluation.  Further, 
they  advance  the  opinion  that  guidance,  by  enabling  the  resolution 
of  a  problem  or  enhancing  growth,  is  identical  to  therapy.  Super 
(1955)  said  counseling  psychology  deals  with  hygiology,  with  normalities 
of  even  abnormal  persons,  and  with  locating  and  developing  personal 
and  social  resources  and  adaptive  tendencies  so  the  individual  can  be 
assisted  in  making  more  effective  use  of  them.  While  these  two  views 
of  an  emerging  field  of  applied  psychology  show  the  common  perception 
of  the  development  and  area  of  service  or  expertise  of  counseling 
psychology,  they  also  illustrate  a  basic  difference  that  remains  in 
the  literature  as  a  stumbling  block  to  the  establishment  of  a  clear 
identity  for  counseling  psychologists.  The  difference  is  the  per- 
ception of  the  nature  of  counseling.  One  view  defines  counseling  by 
motive  or  intent;  that  being  the  developmental  enhancement  of  the 
individual ;s  normal  qualities  that  help  in  managing  stress,  achieving 
potential,  and  preventing  emotional  duress.  The  other  regards  counsel- 
ing functionally  as  an  interactive  educational  process  with  character- 
istics and  outcomes  identical  to  those  of  psychotherapy. 

The  first  school  of  thought,  of  which  Super  (1955)  is  evidently 
a  part,  regards  psychotherapy  as  a  quasi-medical  process  practiced 
by  clinical  psychologists  on  abnormal  clients  or  patients  involving 


46 


restructuring  or  reconstruction  of  personality.  This  point  of  view 

is  understandably  conducive  to  interprofessional  concerns  in  that  it 

clearly  separates  counseling  and  clinical  specialties.  The  functional 

definition  considers  psychotherapy  as  an  educational  process  which  is 

differentiated  from  counseling  only  by  the  severity  of  the  client 

problem.  Rogers  (1942)  considers  counseling  and  psychotherapy  as 

synonymous  terms  that,  when  they  are  intense  and  successful,  are 

indistinguishable.  This  viewpoint  is  advantageous  in  defending 

psychotherapy  as  a  non-medical  technique  in  right-to-practice  battles 

in  the  early  1950s  (Hogan,  1978a). 

The  definition  chosen  by  the  definition  committee  of  Division  17 

leaned  toward  the  developmental  viewpoint,  though  not  committing. 

totally  to  it.  It  said 

The  counseling  psychologist  wants  to  help  individuals 
toward  overcoming  obstacles  to  their  personal  growth, 
whenever  they  may  be  encountered,  and  toward  achieving 
optimum  development  of  their  personal  resources.  There- 
fore, this  psychological  specailist  is  found  to  be  working 
in  the  full  range  of  social  settings,  e.g.,  school, 
hospital,  business  or  industry,  or  community  agency. 
(Committee  on  Definition,  1956,  p.  238) 

The  definition,  in  concert  with  the  journal  literature  devoted 

primarily  to  vocational  guidance  and  student  personnel  concerns,  was 

enough  for  the  acceptance  of  the  Division  17  name  change  and  the 

change  of  the  diploma  awarded  by  the  American  Board  of  Professional 

Psychologists  to  "Counseling  Psychologist"  as  well. 

Another  controversy  that  remained  unresolved  in  psychological 

literature  and  contributed  to  the  development  of  a  professional  mental 

health  counselor  is  that  of  whether  to  accept  or  reject  master's  level 

psychologists.  Woods  (1971)  provided  an  interesting  history  of  the 
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issue  through  thorough  research  of  the  APA  archives.  He  showed 
that,  at  this  point  in  the  development  of  psychology  as  an  applied 
science,  the  attitudes  on  the  issue  were  already  clearly  defined. 
APA  Copfimittee  on  Subdoctoral  Education  surveys  in  1952  and  1953 
found  (1)  a  substantial  proportion  of  employed  psychologists  had 
less  than  doctoral  education,  and  (2)  there  was  no  agreement  among 
psychologists  about  the  amount  of  training  necessary  for  various 
psychological  jobs.  Suggestions  from  regional  meetings  on  the  issue 
centered  on  how  Master's  level  psychologists  might  be  controlled  by 
state  law  title  restrictions,  national  examinations,  or  alteration  of 
training.  These  suggestions  clearly  indicated  the  attitude  of  the 
leadership  of  the  time.  The  1955  Committee  on  Subdoctoral  Education 
noted  that  attitudes  on  subdoctoral  training  range  from  outright  denial 
of  the  desirability  of  having  training  at  less  than  doctoral  level  to 
the  strong  belief  that  the  large  bulk  of  psychological  work  has  been 
and  will  continue  to  be  done  by  those  with  only  a  one  year  master's 
degree  in  psychology.  Patterson  (1972)  pointed  out  that  APA  had  a 
myopic  concern  only  with  psychology  departments  in  Arts  and  Sciences 
while  the  College  of  Education  trained  people  for  over  20  years  in 
one  and  two  year  programs  to  do  psychological  work.  The  Committee 
recommended  professional  subdoctoral  training  for  three  reasons: 

(1)  need  exists  for  workers  at  subdoctoral  level. 

(2)  the  number  of  doctorates  then  and  in  the  future 
would  be  insufficient  to  the  manpower  needs,  and 

(3)  there  would  always  be  a  number  of  positions  not  complex 
enough  to  require  doctoral  services  (Woods,  1971). 
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There  were  a  number  of  influences  that  aided  the  development  of 
psychology  as  an  applied  science.  The  greatest  boost  came  from  the 
post-war  perceived  manpower  need  in  the  mental  health  field  (Brown, 
1976).  With  the  attention  to  returning  veterans,  the  Veterans 
Administration  hired  many  master's  level  psychologists  (Woods,  1971) 
and,  in  giving  attention  to  the  needs  of  vocational  rehabilitation, 
the  position  of  counseling  psychologist  was  officially  created  in 
the  Veterans  Administration  (Comnittee  on  Definition,  1956). 

Other  events  of  the  50' s  more  directly  influenced  the  development 
of  counseling  as  a  profession.  The  merger  of  the  National  Vocational 
Guidance  Association  and  the  American  College  Personnel  Association 
to  form  APGA  is  the  foundation  for  a  profession  (Shertzer  &  Stone, 
1974).  Wrenn  (1978)  reflected  that  one  of  the  most  significant 
developments  in  the  decade  was  the  emergence  and  acceptance  of  two 
new  theoretical  models.  He  explained  that  the  work  of  Carl  Rogers 
provided  an  alternative  to  the  prevailing  clinical  or  illness  model 
of  providing  services  and  the  work  of  B.  F.  Skinner  advanced  a  learning 
model  concept  into  psychotherapy.  He  contended  that  they  are  develop- 
mentally-based  theories  which  allow  the  advancement  of  counseling  and 
counseling  psychology.  Wrenn  also  cited  the  availability  of  National 
Defense  Education  Act  funds  as  a  significant  event  at  the  close  of  the 
decade.  The  fund  tripled  the  number  of  high  school  and  college 
counselors  in  seven  years.  This  increase  in  numbers  alone  would 
have  advanced  counseling  as  a  profession.  However,  it  was  viewed 
as  a  mixed  blessing  in  that  it  also  linked  the  profession  to  the 
educational  system  and  contributed  to  a  lack  of  credentialing  outside 
of  education  (Sparacio,  1978). 


49 


The  Community  Mental  Health  Movement 

The  community  mental  health  movement  was  an  outgrowth  of  earlier 
social  movements  in  the  mental  health  area.  In  America  the  movement 
by  Dorthea  Dix  toward  the  humane  treatment  of  the  mentally  ill  and 
the  later  development  of  the  mental  hygiene  movement  provided  a 
foundation  for  the  development  of  community  mental  health  ideology 
(Herd,  1978).  The  post-war  public  knowledge  of  the  extent  of  mental 
health  needs  in  the  country  led  to  changes  in  treatment  procedures 
in  that  isolated  and  indefinite  care  was  replaced  by  shorter  term 
on-site  treatment  (Beigel  &  Levenson,  1972).  The  National  Mental 
Health  Act  of  1946  provided  funds  for  research  and  training  and 
created  the  National  Institute  of  Mental  Health.  In  1955,  the  Mental 
Health  Study  Act  created  the  first  national  committee  to  study  mental 
health  and  develop  a  knowledge  base  for  planning.  The  committee 
reported  almost  epidemic  proportions  of  mental  health  problems 
including  the  information  that  47  percent  of  all  hospital  beds  were 
filled  with  mental  patients.  A  final  report  of  the  Joint  Commission 
on  Mental  Illness  and  Mental  Health  released  in  1960  recommended  the 
creation  of  community  mental  health  centers  for  e^/ery   50,000  people 
(Herd,  1978). 

By  this  time  mental  health  as  a  social  movement  had  grown 
beyond  preoccupation  with  the  humane  and  optimistic  concern  for 
the  mentally  ill  to  a  movement  involving  the  perceived  happiness 
and  welfare  of  the  total  population.  Recognizing  this,  Sanford 
(1958)  admonished  psychologists  for  being  irresponsibly  silent  on 
the  issue  of  guiding  the  movement.  He  noted  that  the  psychologists 
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preoccupation  with  pathology  or  deviance  was  a  deterrant  to  leader- 
ship in  a  movement  concerned  with  human  effectiveness  and  a  rich 
psychic  experience.  Nonetheless,  it  was  clear  to  him  that  psycholo- 
gists perceived  the  movement  in  a  clinical  fashion  as  sickness- 
oriented  and  with  a  one-to-one  orientation. 

In  1963,  President  John  F.  Kennedy  spoke  before  the  Congress 
demanding  a  national  system  of  community  mental  health  centers  to 
replace  the  outmoded  state. hospitals  (Herd,  1978).  This  "bold  new 
approach"  to  mental  health  was  to  be  primarily  preventive  in  emphasis 
through  community  intervention  to  correct  social  problems  and  provide 
treatment  for  existing  disorders  (Bloom,  1973).  This  would  be 
difficult  under  Sanford's  (1958)  assessment  of  prevailing  attitudes 
of  professionals. 

In  Herd's  (1978)  discussion  of  community  mental  health  ideology, 
one  can  understand  a  progression  of  philosophy  that  moved  during  the 
decade  of  the  1960's  from  a  medical  model  relying  on  clinical 
services  to  patients  to  a  community  psychologist  model  involving 
intervention  methods  to  treat  the  community  as  a  whole  to  reduce 
stress  and  keep  problems  from  becoming  serious.  However,  it  has 
been  pointed  out  that  among  the  initial  five  essential  services  only 
one  was  preventive  and  the  rest  clinical,  such  that  the  design  of 
services  was  contrary  to  the  philosophy  of  the  conmunity  mental 
health  center  (Brown,  1976). 

Professional  Identity  Confusion 

The  events  of  the  late  sixties  and  early  seventies  had  consider- 
able impact  oh  the  mental  health  profession.  Wrenn  (1978)  saw  it  as 
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a  time  when  counselors  were  better  professionally  prepared  for  their 
work  but  not  better  emotionally  prepared  for  the  upheaval  of  social 
values  and  attitudes  and  the  rapid  rise  in  drug  abuse  in  the  society 
during  the  decade.  In  his  opinion  the  rise  of  special  problems  in 
the  society  paired  with  advancing  complexity  of  technology  and 
social  problems  led  to  the  creation*  of  a  number  of  specialists  in 
mental  health  fields. 

Against  the  backdrop  of  rapid  social  change  and  emerging 
specialties  in  drug  treatment,  marriage  and  family  therapy,  sex 
therapy,  and  other  intervention  systems,  the  inter-  and  intra- 
professional  difficulties  continued  toward  resolution.  The  APA 
position  regarding  master's  level  psychologists  was  again  addressed 
in  1964  with  the  Greystone  Conference  on  preparation  of  counseling 
psychologists.  The  conference  recommended  that  institutions  initiate  . 
and  develop  two  year  programs  (Woods,  1971).  The  next  year  at  the 
Chicago  Conference  on  preparation  of  clinical  psychologists  opposition 
to  master's  level  psychologists  became  apparent.  The  conference, 
while  not  opposing  master's  psychology  degrees,  opposed  master's 
level  training  of  clinical  psychologists  and  maintained  that  master's 
psychologists  would  have  to  be  supervised  by  a  doctoral  psychologist. 
The  APA  Education  and  Training  Board  in  1968  sent  a  resolution  to  the 
APA  Board  of  Directors  that  the  Board  should  take  immediate  steps  to 
meet  the  issues  of  membership  standards  and  the  scientific  communica- 
tion needs  of  non-doctoral  level  workers,  many  of  whom  were  outside  the 
APA  structure.  This  was  recognition  of  a  growing  population  of 
service  providers  that  did  not  seem  to  fit  the  mainstream  of  the 
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apparent  APA  direction  regarding  competent  preparation.  The  follow- 
ing year  the  Joint  Subcommittee  on  Subdoctoral  Manpower  concluded 
that  society  needs  more  manpower  to  do  psychological  work  and 
reconmended  that  APA  take  an  explicit  policy  position  and  follow-up 
actions.  That  year  there  were  two  other  reports  worthy  of  noting. 
A  task  force  on  conditions  of  employment  for  psychologists  recommended 
that  the  term  Psychologist  be  reserved  for  only  those  with  doctoral 
level  training.  An  ad  hoc  committee  on  subdoctoral  training  concluded 
that  even  in  the  face  of  undeniable  manpower  needs,  there  was 
resistance  to  training  of  subdoctoral  professionals  regardless  of 
whether  or  not  they  are  considered  to  be  potentially  valuable  (Woods, 
1971).  Zimet  (1976)  called  for  Division  29  to  join  Division  12  and 
the  American  Board  of  Professional  Psychologists  in  moving  for  a  total 
moratorium  on  master's  level  members.  This  attitude  was  further 
accentuated  by  the  National  Registry  of  Health  Service  Providers  in 
Psychology.  The  register  first  limited  registered  membership  to  those 
licensed  in  the  states  and,  then,  adopted  the  position  promoted  by  the 
Association  of  Examining  Board  in  Professional  Psychology  by  allowing 
only  licensed  psychologists  on  the  register  who  had  a  doctoral  degree 
from  a  department  of  psychology  (Wellner  &  Mills,  1977).  The  position 
by  APA  that  psychologists  should  supervise  all  unrecognized  service 
providers  (APA  Task  Force  on  Standards  for  Service  Facilities,  1975) 
made  clear  the  commitment  of  organized  psychology  to  a  direction  that 
would  create  a  hierarchy  of  non-medical  service  providers  with  doctoral 
level  psychologists  at  the  top. 
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The  Counseling  Psychologist  Dilemma 

Division  17,  in  moving  with  APA  policy  away  from  master's  level 
practitioners  was  caught  in  an  awkward  position.  Counselors  were 
beginning  to  identify  their  skills  in  vocational  counseling  and 
developmental  and  preventative  personal  counseling—areas  previously 
claimed  by  counseling  psychologists.  Schneider  and  Gelso  (1972) 
studied  the  relation  of  vocational  to  personal  emphasis  in  APA-approved 
counseling  psychology  programs  and  surmised  that  counseling  psychology 
was  moving  away  from  vocational  and  educational  concerns  and  challenged 
the  assertion  that  these  environments  of  the  individual  can  be  claimed 
as  a  unique  specialty  of  counseling  psychologists.  Others  considered 
even  a  greater  change.  Osipow  (1971)  suggested  that  counseling 
psychologists  become  increasingly  involved  in  institutional  change. 
Patterson  (1969)  earlier  had  suggested  that  counseling  psychologists 
become  social  engineers  changing  masses  of  people.  He  noted  that  both 
clinical  and  counseling  psychologists  were  moving  away  from  psycho- 
therapy because  of  its  lack  of  scientific  support  and  it  did  not 
take  an  M.D.  or  Ph.D.  to  do  counseling  or  psychotherapy.  He  also 
said  that  the  great  majority  of  counseling  services  were  performed 
by  non-doctoral  counselors  who  were  not  supervised  to  any  appreciable 
extent  and  if  counseling  did  not  require  a  doctorate  then  it  did  not 
require  supervision  by  a  doctorate. 

Diffusion  of  the  counseling  psychologists'  identity  was  further 
served  by  studies  of  counseling  psychology  programs.  A  four  year 
study  of  doctoral  graduates  of  counseling  and  counseling  psychology 
programs  discovered  that  only  24  percent  of  the  graduates  said  that 
counseling  was  their  major  function.  The  respondents  formed  two 
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clusters.  Those  from  non-APA  approved  programs  emphasized  counseling 
activities,  were  less  likely  to  publish,  read  more  in  counselor 
education  and  administration  areas,  and  indicated  less  primary 
identification  with  psychology.  Those  from  APA  approved  programs 
spent  more  time  in  teaching  and  research,  indicated  tests  and 
measurements  as  areas  of  research  interest,  and  read  more  in  the 
area  of  psychology  (Krauskopf,  Thoreson,  &  McAleer,  1973).  The  study 
concluded  that  counseling  psychology  was  evolving  away  from  the  basic 
training  paradigm  of  the  scientist/professional  to  a  model  of  autonomous 
segments  of  student  personnel  administration,  professional  psychology, 
and  behavior  scientists.  The  findings  of  a  study  by  Fretz  (1975) 
were  somewhat  contradictory.  He  studied  curriculum  rather  than 
graduates  and  found  little  or  no  difference  between  APA  approved  and 
non-APA  approved  counseling  psychology  programs  with  respect  to  the 
basic  counseling  and  psychology  core.  Further,  he  found  that  there 
was  a  lack  of  agreement  on  a  common  core  of  psychology  courses  which 
he  thought  clearly  related  to  professional  identity  issues.  He  con- 
cluded that  the  psychology  courses  in  the  curriculum  should  (but  do 
not)  differentiate  the  counseling  psychologist  from  the  counselor  not 
trained  in  psychology.  These  studies  indicated  some  discrepancy 
between  the  preparation  and  work  of  the  graduates  of  counseling 
psychology  programs.  They  also  reflected  the  involvement  of  counselor 
educators  in  counseling  psychology. 

Changes  in  Counselor  Education 

Brammer  (1968)  further  emphasized  the  counselor  educator's  self- 
concept  as  a  counseling  psychologist  by  pointing  out  that  two-thirds 
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of  NDEA  institute  directors  were  APA  members  in  1965-66.  Other 
studies  have  reflected  counselor  educators  affiliation  with  Division 
17  of  APA  that  rivals  affiliation  with  APGA  (Scott,  1971).  This 
seemed  to  reflect  a  growing  mental  health  interest  which  was  trans- 
mitted to  students  (Scott,  1971).  With  only  20  percent  of  counseling 
psychologists  reporting  counseling  as  a  major  function,  it  was  clear 
that  a  growing  proportion  of  mental  health  services  were  provided 
by  master's  level  counselors  (Patterson,  1969).  Counselors  were 
encouraged  toward  mental  health  by  the  manpower  projections  indicating 
a  need  for  a  useful  approach  to  mental  health  services  that  would  be 
developmental  and  preventative  in  nature  (VanHoose  &  Pietrofesa, 
1970. 

In  the  mid-sixties  there  were  still  references  in  the  literature 
that  considered  all  counselors  to  be  psychologists  (Brammer,  1968; 
Campbell,  1965).  It  was  clear  that  the  counseling  literature  was 
developing  an  identity  of  counseling  as  a  separate  profession 
(Blocher,  1966;  Hill,  1967).  APGA  and  its  divisions  had  worked 
steadily  toward  the  development  of  standards  of  preparation  and 
performance  for  master's  level  counselors  (Hill,  1967;  Loughary, 
Stripling,  &  Fitzgerald,  1965).  With  the  emphasis  that  APA  placed 
on  the  doctoral  degree  as  a  symbol  of  professional  adequacy, 
counselors  were  reaffirmed  by  the  discovery  that  relationship 
qualities  are  more  determinant  of  counseling  effectiveness  than 
academic  degrees  (Truax  &  Carkhuff,  1967). 

The  late  1970's  brought  an  increase  in  professional  political 
activity.  The  licensure  issue  with  the  corresponding  issue  of 
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professional  supervision  (Corley,  1979)  moved  the  professions  of 
counseling  and  psychology  further  apart.  With  doctoral  graduates 
of  counseling  programs  being  denied  the  opportunity  to  sit  for 
psychological  licensure  examinations  (Cottingham  &  Swanson,  1976), 
and  the  courts  recognizing  counseling  as  a  separate  profession 
(Sweeney  &  Wittmer,  1977),  it  was  evident  that  counselors  would 
have  to  move  toward  separate  legal  recognition.  APGA  began  the  move 
for  separate  equal  licensure  for  counselors  (APGA  Licensure  Commission, 
1976)  and  adopted  standards  for  preparation  of  counselors  which  had 
taken  several  years  in  creating  (Stripling,  1978).  By  the  close  of 
the  decade,  the  professions  were  separated  to  the  extent  that  some 
considered  them  at  odds  in  their  purposes  and  direction  and,  were 
critical  of  <luai;memb^rship(Lindenburg,  1978). 

Counseling  psychology  moved  away  from  its  foundation  in  develop- 
mental counseling  and  vocational  guidance  and  continued  to  have 
influence  in  APA  (Fretz,  1977).  In  so  doing  it  rejected  any 
affiliation  with  counseling  and  guidance  (Asher,  1979).  This  renewed 
concern  over  the  identity  of  the  counseling  psychologist.  Kagan 
(1977)  in  the  Presidential  Address  of  Division  17  defined  the  counsel- 
ing part  of  the  profession  as  preventive,  health-oriented,  educational , 
and  helping  people  to  live  happier  more  productive  lives;  and  noted 
that  these  things  were  common  to  counselors,  guidance  workers,  college 
and  student  personnel  workers.  The  psychology  part  was  defined  as 
possessing  a  doctoral  degree  from  a  department  with  psychology  in  the 
title.  Super  (1977)  considered  the  issue  a  virtual  identity  crisis 
for  counseling  psychologists.  He  pointed  out  that  the  trend  of  moving 
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toward  clinical  psychology  and  away  from  personnel  psychology  gives 
up  counseling  psychology's  special  identity  and  made  counseling 
psychologists  appear  to  be  simply  another  group  of  clinicians  with 
no  real  claim  to  separateness.  This  was  accentuated  by  the  move  to 
private  practice.  Super  suggested  that  the  identity  of  counseling 
psychologists  was  best  enhanced  by  helping  clients  use  institutional 
resources  for  self-enhancement.  He  warned  that  counseling  psychologists 
and  school  counselors  were  making  the  same  mistake  by  rejecting  voca- 
tional counseling  and  were  giving  it  to  less  qualified  people  such  as 
vocational  education  instructors. 

Mental  Health  Counselors  Emerge 

The  mid-nineteen  seventies  saw  a  large  and  growing  number  of 
mental  health  counselors  in  public  agencies  and  in  private  practice. 
APGA  had  not  specifically  embraced  mental  health  as  a  part  of  the 
organization's  mission.  APA  had  rejected  full  membership  at  a  master's 
level  and  thus  a  large  segment  of  mental  health  workers  experienced  a 
void  in  professional  identification  or  in  a  group  with  which  to 
affiliate  and  a  lack  of  professional  services  such  as  political 
advocacy. 

Community  mental  health  workers  acutely  aware  of  the  void  began 
to  make  moves  toward  filling  it.  Gary  Seiler  made  a  request  to  APGA 
in  1975  that  a  new  Division  be  created  and  Frank  Biasco  wrote  the 
Guidepost  newsletter  editor  to  suggest  that  an  interest  group  by 
formed  in  mental  health  counseling  by  APGA.  Generated  from  the  ideas 
of  Nancy  Speisso  and  Jim  Messina,  a  group  of  17  counselors  formed  a 
new  organization  to  serve  the  interests  of  those  disenfranchized 
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mental  health  workers  (Messina,  1980).  Prior  to  the  Dallas  APGA 
Convention,  an  organizational  conference  was  held.  The  group  had 
grown  to  a  membership  of  600  in  a  few  months  and  had  adopted  the 
name  American  Mental  Health  Counselors  Association  (Messina,  1980). 
At  the  1976  Dallas  Convention,  APGA  lifted  a  moratorium  on  new 
divisions  allowing  AMHCA  to  start  the  motions  toward  affiliation. 
After  AMHCA  held  an  election  on  the  issue,  a  narrow  margin  of  votes 
sent  AMHCA  in  the  direction  of  affiliation  with  APGA  as  the  thirteenth 
division. 

AMHCA  grew  rapidly  in  membership  which  was  evidence  of  many 
counselors  experiencing  the  same  need  for  a  group  identity.  By  the 
Spring  of  1980  the  membership  had  grown  to  over  4,000  (AMHCA,  1980). 
The  AMHCA  leadership  decided  that  the  need  for  a  clear  identity 
could  best  be  met  by  political  action  on  the  part  of  the  national 
organization  and  an  extensive  credentialing  system.  AMHCA  identified 
certification  as  a  top  priority  for  the  new  organization  (AMHCA, 
1978).  Certification  at  a  national  level  would  give  counselors  a 
credential  based  on  a  performance  standard  and  would  not  have  many 
of  the  disadvantages  of  state  licensure  (Messina.,  1979;  Lindenburg, 
1978).  AMHCA  established  the  certification  procedures  under  the 
guidelines  of  the  National  Commission  of  Health  Certifying  agencies 
and  created  the  National  Academy  of  Certified  Clinical  Mental  Health 
Counselors  (NACCMHC,  1979).  Soon  after  the  National  Academy  began 
certification  of  counselors,  one  of  its  members  was  accepted  by  the 
court  as  an  expert  witness  based  on  the  certification  (AMHCA,  1979). 
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For  political  recognition,  AMHCA  began  to  lobby  in  Congress 
for  inclusion  of  mental  health  counseling  as  a  mental  health  profes- 
sion in  various  health  funding  legislation  (AMHCA,  1979).  Also, 
several  state  organizations  began  to  move  for  state  licensure  of 
counselors  and  AMHCA  created  a  state  licensure  network  and  a  match- 
ing grant  for  lobbying  funds  for  state  efforts. 

The  creation  of  the  AMHCA  Journal  was  a  move  to  advance  the 
literature  in  the  counseling  profession  and  attend  specifically  to 
the  interests  of  mental  health  counselors  (Weikel,  1979).  It  was 
thought  that  a  clear  professional  identity  would  be  generated  through 
discussion  in  the  literature.  Seiler  and  Messina  (1979)  proposed 
such  a  dialogue  for  mental  health  counselors  and  advocated  an 
identity  which  is  preventive  and  developmental.  They  conceptualized 
mental  health  counseling  as  a  holistic,  multifaceted  process  for  the 
promotion  of  healthy  life-styles  and  preservation  and  restoration  of 
mental  health.  Their  view  seemed  to  have  been  adopted  by  many  as 
it  is  reflected  in  various  licensure  proposals.  Forster  (1978) 
indicated  that  the  process  of  pursuing  licensure  has  brought  counselors 
to  seriously  deal  with  defining  the  profession  and  has  thus  promoted 
clarity  of  identity;  an  identity  which  is  defined  in  terms  and 
concepts  similar  to  those  of  counseling  psychology  of  a  quarter  of  a 
century  earlier.  However,  the  identity  needed  to  be  criterion- related 
for  credential ing  proposed.  This  made  it  imperative  that  mental 
health  counselor  competencies  be  generated  from  the  component  knowledges, 
skills,  and  abilities  of  counselors. 
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Components  of  Counselor  Competence 

The  provision  of  human  services,  the  education  of  counselors, 
the  pursuit  of  credentials,  and  the  effort  in  professional ization 
in  counseling  have  all  been  strongly  effected  in  recent  years  by 
the  public  demand  for  accountability.  Challenges  to  institutions 
to  prove  their  worth  have  become  so  prevalent  that  they  appear  to 
characterize  the  current  era.  As  an  answer  to  these  demands,  the 
growth  of  competency- based  and  criterion- related  educational  programs 
has  been  rapid.  Thirty-five  states  have  instituted  legislation  or 
state  agency  action  competency  testing  in  the  educational  arena 
(Perrone,  1979).  Two  reasons  for  the  growth  of  competency- based 
testing  which  were  first  identified  by  Winsor  Lott  in  a  1977 
Personnel  and  Guidance  Association  Newsletter  were  (1)  public 
concern  that  certificates,  licenses,  diplomas,  and  other  forms  of 
credentials  were  awarded  to  individuals  who  lack  the  basic  skills 
to  justify  them;  and  (2)  the  costs  of  education,  health  care,  and 
human  services  were  sufficiently  high  to  require  accountability  as 
proof  that  taxpayers  are  getting  something  of  value  for  their  invest- 
ment (Perrone,  1979).  Indeed  the  most  important  issues  in  health 
services  in  the  1970's  were  skyrocketing  health  care  costs,  pressures 
for  some  form  of  national  health  insurance,  the  clamor  for  competing 
recognition  by  new  and  more  specialized  health  organizations, 
competency  issues,  equal  employment  challenges,  and  the  Federal  Trade 
Commission's  demand  that  accrediting  bodies  reform  their  monopolistic 
practices  (Southern  Regional  Education  Board  (SREB),  1979a).  The 
latter  issue  had  the  effect  of  accelerating  the  competency  assessment 
movement  in  areas  of  professional  credential ing. 
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The  Competency-Based  Issue 

While  proponents  of  competency-based  assessment  enumerate  the 
various  benefits  of  such  a  system  for  use  in  a  variety  of  settings, 
the  growth  of  the  movement  is  probably  due  to  its  perceived  answer 
to  the  socioeconomic  climate  rather  than  on  the  merits  of  the  good 
that  is  to  be  gained  from  the  employment  of  competency- based  assess- 
ment systems.  Critics  of  competency- based  education  and  credentialing 
identify  one  substantial  argument  with  competency  systems  on  the 
whole.  Adequately  described  by  Diamonti  and  Murphy  (1977),  the  argu- 
ment is  that,  in  human  services  and  in  education,  the  sum  is  greater 
than  the  component  parts.  They  contend  that  behavioral  objectives 
in  a  rehabilitation  counselor  education  program  seek  certainty  of 
outcome  at  the  expense  of  scientific  flexibility  and  curiousity  and 
thus  lead  to  efficient  but  superficial  and  misleading  ideas  of 
scientific  approach  to  graduate  preparation.  Further,  behavioral 
objectives  define  counseling  in  limited  terms  and  endanger  the  ex- 
perience of  the  whole,  limiting  the  exploration  into  diverse  opinions 
of  definition  and  producing  narrow  mindedness.  As  course  goals, 
they  influence  the  course  content  to  the  extent  that  subsequent 
evaluation  is  not  an  objective  assessment  but  is  instead  the  dictate 
of  course  content.  This  last  point  is  underscored  by  Perrone  (1979), 
who  demonstrates  historically  that,  where  competency  tests  exist  to 
certify  the  accomplishment  of  academic  goals,  test  items  dictate 
content  of  academic  curriculum  even  to  the  point  of  ignoring  a  non- 
test  related  organized  curriculum.  This  is  obviously  a  caution  to 
those  building  competency- based  certification  systems  to  take  great 
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care  in  item  selection,  test  construction,  and  system  flexibility 
and  renewal. 

Proponents  of  competency- based  education  and  certification 
systems  usually  respond  to  criticism  by  explaining  the  flexibility 
of  competencies  or  suggesting  that  some  of  the  hypothesized  ill 
effects  of  competency-based  systems  are  as  yet  unproven.  Agreeing 
that  competencies  should  dictate  the  curriculum,  proponents  advocate 
that  competency  statements  specify  the  transferable  process  skill  and 
address  a  general  subject  matter.  A  skill  statement,  such  as  "can 
design  and  implement  an  evaluation  plan,"  has  great  flexibility  for 
the  context  in  which  the  competence  is  demonstrated.  Thus  considerable 
freedom  is  allowed  for  both  faculty  and  students  (Butler,  1978). 
Other  proponents  have  argued  that  competency-based  counselor  education 
programs  utilize  skills  that  have  been  proven  beneficial  by  scientific 
method  and  do  not  lead  to  a  misconception  of  science  (Anthony,  DellOrto, 
Lasky,  Power,  Shrey,  &  Spaniol,  1977).  In  answer  to  the  general 
criticism,  disciples  of  the  competency-based  method  contend  that 
learning  the  component  parts  is  essential  to  the  artful  performance 
of  the  whole  (Anthony  et  al.,  1977),  and  that  when  students  or  profes- 
sionals demonstrate  a  set  of  competencies  relating  to  a  function,  the 
completed  whole  will,  in  fact,  be  greater  than  the  sum  of  its  parts 
(Butler,  1978).  These  arguments  may,  however,  be  purely  academic  as 
it  seems  that  enough  legislators,  education,  and  credential ing  agency 
administrators,  and  consumer  advocates  have  seized  on  competency-based 
systems  as  the  accountability  answer  to  make  such  systems  a  very 
influential  part  of  our  near  future.  However,  good  things  become  fads 
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because  of  over-emphasis  or  because  of  trying  to  accomplish  objec- 
tives too  rapidly,  and  competency-based  education  could  be  destined 
to  be  discarded  in  search  of  some  future  innovation  (Kennedy,  1976), 

Counselor  Competency  Issues 

Criticisms  that  are  more  productive  are  those  that  provide 
insight  into  current  weakness  in  competency-based  approaches  or  lack 
of  knowledge  in  areas  which  make  their  use  difficult.  One  such  area 
for  counselors  is  the  lack  of  agreement  on  several  aspects  of  profes- 
sional preparation.  Bernstein  and  Lecomte  (1976)  identify  the  lack 
of  an  agreed  idea  of  training  goals,  what  is  therapeutic,  program 
emphasis,  definitions,  and  the  nature  of  supervision  as  deterrents 
to  a  training  model  which  is  competency-based.  Their  answer  to  the 
difficulty  of  definition  is  to  design  educational  programs  to  teach 
one  how  to  build  a  competency  system.  Another  difficulty  cited  is 
that  the  state  of  the  art  of  evaluation  is  not  sufficiently  advanced 
to  provide  bias  free  assessment  (Perrone,  1979).  Others  disagree 
saying  that  the  evaluation  mechanisms  exist  but  that  the  perspective 
from  which  an  act  is  evaluated  may  bias  the  resultant  judgment  of  ef- 
fectiveness (Strupp  &  Hadley,  1977).  Wheeler  (1980)  points  out 
that,  while  counselors  are  increasingly  responsible  for  accountability 
in  counseling,  they  perceive  themselves  as  naive  in  areas  relating 
to  evaluation  and  ill -prepared  to  adjust  to  accountability  demands. 
The  result  may  be  a  hesitancy  to  engage  in  competency-based  procedures. 

One  of  the  greatest  difficulties  in  the  creation  of  effective 
competency-based  programming  and  credential ing  in  counseling  is  what 
Cole  and  Lacefield  (1978)  have  termed  the  Krathwohl-Carkhuff  paradox. 
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The  underlying  democratic  principles  that  govern  counseling,  as  well 
as  the  greatest  part  of  education,  dictate  that  no  one  should  be 
denied  the  right  to  do  something  (counsel)  based  on  inherent 
characteristics  or  beliefs.  Instead,  denial  should  be  due  only  to 
the  lack  of  ability.  With  the  discovery  that  counseling  effectiveness 
is  to  a  great  degree  determined  by  certain  characteristics  or  attitudes, 
a  paradox  arises  such  that  the  ability  to  counsel  effectively  is 
intertwined  with  affective  elements.  Affective  skills  and  character 
traits  that  enhance  counseling  effectiveness  are  well -documented  in 
the  literature.  Wittmer  and  Lister  (1971)  found  no  correlation  between 
academic  measures  and  counselor  effectiveness,  but  did  find  correlation 
between  personality  characteristics  and  counselor  behavior  or  effective- 
ness. More  specifically,  Myrick,  Kelley,  and  Wittmer  (1972),  using  . 
the  16  Personality  Factor  Questionnaire,  found  that  characteristics 
of  effective  counselors  were  more  outgoing,  stable,  warm,  assertive, 
happy-go-lucky,  casual,  venturesome,  and  sensitive.  Level  of  self- 
awareness  has  been  related  to  effective  counselors  (Jansen  &  Garvey, 
1974).  Affective  skills  that  have  had  great  attention  are  the  core 
dimensions  of  the  helping  relationship  and  dictate  a  characteristic 
attitude  of  the  effective  counselor  (Gazda  et  al.,  1977;  Truax  & 
Carkhuff,  1967;  Wittmer  &  Myrick,  1974).  Differences  of  opinion  arise 
in  how  to  measure  the  core  dimensions  (Blaas  &  Heck,  1975),  but  their 
relationship  to  effective  counseling  is  undeniable. 

Studies  have  been  made  to  discover  derivative  characteristics. 
Jones  (1974b)  discovered  that  there  are  significant  correlations 
between  tolerance  for  ambiguity  and  both  empathic  understanding  and 
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respect  and  thus  tolerance  for  ambiguity  is  characteristic  of 
effective  counselors.  Graduation  from  graduate  education  may 
testify  to  a  high  tolerance  for  ambiguity.  Menne  (1975),  in  a 
competency  study  identified  132  competencies  in  12  categories. 
The  top  three  categories  in  order  of  importance  were  Professional 
Ethics,  Self-Awareness,  and  Personal  Characteristics,  again  under- 
scoring the  importance  of  attitudes,  beliefs,  and  characteristics 
over  technical  skills. 

Still,  in  the  face  of  scientific  inquiry  in  support  of  charac- 
teristics and  effective  skills  (Carkhuff,  1969;  Jones,  1974;  Loesch 
&  Rucker,  1977;  Myrick  &  Kelly,  1971),  there  is  continued  reluctance 
to  use  them  in  the  credential ing  or  in  the  selection  of  trainees  or 
employees.  In  a  discussion  of  an  attempt  in  the  Georgia  Department 
of  Education  to  establish  competency  certification,  this  reluctance 
is  explained.  Competencies  have  both  knowledge  and  performance 
dimensions.  Attitudes  are   not  included  in  the  definition  of  competencies 
because  those  identified  are  impossible  to  define  and  measure  to  any 
degree  of  reliability  or  validity  and,  as  presently  measured,  are 
believed  to  be  essentially  unrelated  to  performance  (Bernknopf, 
Shultz,  &  Ware,  1979).  Cole  and  Lacefield  (1978)  suspect  that  the 
reasons  run  deeper.  Discussing  why  affective  objectives  and  assessment 
have  disappeared  from  professional  education,  they  list  four  major 
influences: 

(a)  Cognitive  terms  are  easier  to  measure; 

(b)  Teachers  are  reluctant  to  grade  affective  growth; 

(c)  There  is  a  western  ethic  in  support  of  privacy  of 
affective  goals;  and 
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(d)  The  educational  system  is  set  up  for  the  accumulation 
of  cognitive  skills  which  are  less  influenced  by  early 
life  experiences. 
They  surmise  that,  although  affective  skill  areas  can  be  stated 
as  goals,  taught  to  many  persons,  and  competence  in  skills  assessed, 
strong  cultural  norms  may  prohibit  all  three. 

Competency  Generation  and  System  Organization 

Competencies  are  obtained  from  two  sources  according  to  McCleary 
(1976):  (1)  job  analysis  of  practice  and  (2)  the  knowledge  base  of 
the  field-authoritative  literature.  The  two  are  reflected  in  approaches 
to  competency  generation  outlined  by  Houston  (Tolsma,  Chiko,  Marks, 
Kahn,  &  Friesen,  1979).  They  are 

(a)  Program  translation—reformulating  current  training  pro- 
grams into  competency  statements. 

(b)  Task  analysis— writing  competency  statements  based  on  role 
descriptions. 

(c)  Needs  assessment— using  the  perceived  preferences  of  a  group 
of  people  as  the  source  of  competency  statements. 

(d)  The  cluster  approach— the  deductive  analysis  of  program 
areas  such  as  group  counseling. 

(e)  Theoretical  position— logical  and  deductive  building  of  a 
program  based  on  a  theory. 

(f)  Client  centered  analysis— competencies  based  on  the  need  of 
a  given  individual. 

Tolsma  et  al .  (1979)  added  that  selecting  from  an  existing  domain  of 
statements  although  there  is  not  a  standard  format  is  another  approach 
to  competency  generation. 


67 


Medley,  Soar,  and  Soar  (1975)  describe  two  kinds  of  competency 
statements:  those  that  are  long  and  specific  and  those  that  are 
short  and  general.  Competencies  at  random  are  of  little  use; 
therefore,  some  system  is  desirable  so  that  their  relation  to  one 
another  can  be  understood.  Butler  (1978)  explains  that  a  hierarchy 
of  competencies  is  necessary  to  differentiate  levels  of  competencies 
with  regard  to  specificity  moving  from  the  general  to  the  specific. 
An  often-used  method  of  creating  such  a  hierarchy  is  to  develop  a 
taxonomy  by  relating  components  in  a  logical  sequence. 

Dagley  (1972)  points  out  that  an  issue  in  the  use  of  a  taxonomy 
is  that  its  classifications  are  related  to  relevant  theoretical  views 
available  to  fully  account  for  the  numerous  counselor  behaviors  and 
skills.  Another  issue  is  that  much  of  counseling  seems  to  be  of  a 
nature  that  defies  precise  agreement  or  definition.  A  taxonomy  can 
be  designed  hierarchially  such  that  lower  level  components  serve  to 
define  higher  level  components.  The  field  or  area  of  concern  is 
divided  into  domains  of  content  which  are  further  divided  into 
major  classes.  The  classes  are  composed  of  categories  of  functions 
or  information  which  in  turn  are  derived  from  grouping  specific 
elements.  An  example  of  such  a  hierarchy  can  be  found  in  Chapter  III. 

Several  systems  have  been  advanced  in  counseling  for  use  of 
competencies  or  behavioral  objectives.  Most  of  those  that  use  a 
hierarchy  choose  a  narrow  field,  i.e.,  consultation  or  counseling 
theory.  In  a  review  of  systems,  Chiko,  Tolsma,  Kahn,  &  Marks  (1980) 
found  the  following  kinds  of  problems. 

(1)  lack  of  an  adequate  categorizing  system; 
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(2)  disproportionate  distribution  of  competency  statements 
across  the  categories; 

(3)  absence  of  competency  statements  describing  certain  tasks; 

(4)  confounding  of  knowledge,  skills,  and  characteristics 
within  many  statements;  and 

(5)  variation  in  level  of  specificity  across  the  domain  of 
statements. 

It  is  evident  by  the  criteria  that  a   good  model  must  be  comprehen- 
sive and  balanced  with  enough  specificity  for  distinct  content  and 
clarity  of  hierarchial  level.  It  is  obvious  that  this  proves  to  be 
a  complex  task  in  any  area.  However,  another  variable  must  be  kept 
in  mind  when  selecting  items  for  the  hierarchy,  and  it  includes  the 
levels  of  counselor  development  at  which  the  counselor  may  be 
assessed.  Medley,  Soar,  and  Soar  (1975)  identify  four  levels  for 
teachers  that  can  be  paraphrased  for  counselors: 

1.  Training  experiences  -  the  courses  or  modules  accomplished 
during  preparation. 

2.  Counselor  performance  -  measured  while  trying  to  fulfill 
role. 

3.  Client  experience  -  measure  of  the  effect  on  the  client 
during  counseling. 

4.  Client  outcomes  -  post-counseling  effects  on  the  client 
behavior. 

The  majority  of  evaluation  in  counselor  training  concentrates 
on  the  first  level  while  credential ing  evaluation  centers  on  the 
second.  The  third  and  fourth  levels  are  generally  regarded  as  beyond 
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the  current  state  of  the  art  of  evaluation  in  counseling,  although, 
they  have  not  been  forgotten  in  the  literature. 

Recounting  that  most  of  the  literature  described  differences 
rather  than  similarities  among  theories,  Cogan  and  Noble  (1979) 
attempted  a  ratings  study  on  98  counselor  competencies  found  in  the 
literature  and  divided  into  six  classes.  Raters  were  51  counselor 
educators  and  competencies  were  principally  from  a  dissertation  by 
Menne.  The  Menne  list  of  competencies  was  developed  from  a  procedure 
not  unlike  the  Delphi  technique  except  competencies  were  drafted  and 
rated  by  different  samples.  The  results  from  a  poor  return  yielded 
132  competencies  in  12  classes  (Menne,  1975).  The  study  was  criticized 
by  Neil  (1976)  in  that  nine  of  the  12  classes  were  judged  significantly 
different  in  priority  by  respondents  from  different  theoretical 
orientations  and  majors.  He  suggested  that  this  finding  supported 
the  need  for  a  structural  model  for  deriving  counselor  competencies, 

Neil's  model  is  based  on  the  perceived  developmental  sequence 
in  the  counseling  process.  There  are  five  skill  domains:  assessment, 
interaction,  decision-making,  program  development,  and  evaluation. 
These  domains  are  matrixed  with  five  targets  of  skills  (individual, 
family,  group,  agency,  and  community)  to  create  25  classes.  Skills 
are  classified  as  either  generic  or  situationally  specific  in  type. 
A  structural  model  such  as  Neil's  allows  for  more  comprehensive 
coverage  of  the  role  of  the  counselor  and  allows  adequate  classifica- 
tions of  skills.  However,  when  used  for  generation  of  competencies  as 
suggested,  there  exists  the  opportunity  to  overlook  necessary  skills 
for  clinical  practice. 
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Another  structural  model  was  one  designed  originally  for  employ- 
ment counselors  and  later  was  generalized  as  a  method  of  creating 
competency  statements  as  well  (Chiko  et  al.,  1980).  The  model  that 
Chiko  and  his  colleagues  advocated  has  two  parts:  a  categorizing 
system  and  a  procedure  for  writing  competency  statements.  Three 
domains  represent  the  kind  of  component  competencies  in  each:  content 
or  knowledge;  function  or  performance;  and  personal  characteristics. 
There  are  28  classes  in  the  domains.  Using  the  standard  format  for 
writing  competency  statements,  the  authors  have  developed  in  excess  of 
4,000  individual  competency  statements. 

In  his  hierarchical  taxonomy  of  counselor  education  objectives, 
Dagley  (1972)  uses  three  domains:  technical,  professional  and  personal, 
each  having  the  three  classes  of  perceptualization,  conceptualization, 
and  generalization.  These  further  break  into  25  categories  of 
knowledges  and  functions.  A  comparison  of  the  intermediate  level 
categories  of  functions  and  knowledges  between  Dagley,  Neil,  and 
Chiko  et  al.  can  be  found  in  Appendix  D. 

Competency  Applications  in  Counseling 

"If  training  is  to  be  meaningful,  then  specific  operational 
criteria  for  counseling  competency  needs  to  be  identified  and  defined" 
(Cogan  &  Noble,  1979,  p.  120).  This  statement  represents  the  aspira- 
tions of  many  of  the  contributors  to  the  professional  literature  in 
counseling.  Counselor  education  has  found  a  variety  of  applications 
for  competency-based  training  programs  in  their  preparation  of  new 
counselors  (Beamer,  Berg,  Bonk,  Dahm,  Dameron,  Landreth,  Medler,  Robb, 
Wilborn,  &  Williams,  1973;  Fuller,  1975;  Gavilan  &  Ryan,  1979). 
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Weitz,  Anchor,  and  Percy  (1976)  reported  on  a  competency  procedure 
for  the  selection  of  a  new  counselor  education  faculty  member. 
Other  counselor  educators  have  applied  competency-based  systems  to 
student  development  specialists  or  college  personnel  workers  (Hanson, 
1977;  Newton  &  Richardson,  1976),  and  to  school  psychology  intern- 
ships (Catterall,  1973).  Competencies  have  been  used  to  create 
counselor  renewal  systems  for  updating  the  skills  of  those  counselors 
in  the  field  (Benjamin,  1980).  Community  colleges  have  used  competency- 
based  systems  in  the  training  of  human  service  workers  (Duncan,  Korb,  & 
Loesch,  1979)  and  competency-based  programs  have  been  created  for  ex- 
addict  substance  abuse  workers  (Davis  &  Mandel ,  1976).  A  competency 
approach  has  been  advocated  for  teaching  life  skills  to  clients 
(McClelland  &  Boyatzis,  1980).  One  of  the  areas  of  greatest  activity 
with  respect  to  development  of  competency-based  approaches  has  been 
in  the  area  of  counselor  certification.  Attention  to  competency- 
based  school  counselor  certification  has  been  evident  in  various 
states  (Bernknopf,  Shultz,  &  Ware,  1979;  Florida  Department  of  Education, 
1980;  Shoemaker  &  Splitter,  1976).  Sponsored  to  a  great  degree  by  the 
federal  government,  there  has  been  a  flurry  of  activity  to  create 
competency- based  certification  systems  for  alcoholism  counselors 
(ADAMA/NIAAA  Planning  Panel,  1977)  and  substance  abuse  workers 
(Stephen  &  Prentice,  1978;  Vasquez  &  Ford,  1978;  Ziener,  1977).  The 
National  Academy  of  Clinical  Mental  Health  Counselors  is  in  the  process 
of  creating  competency-based  certification  for  mental  health  counselors 
(AMHCA,  1979). 
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Competency  Content  -  Knowledge.  Skills,  and  Abilities 

The  content  of  a  competency  or  a  competency- based  system  is  the 
knowledge,  skill,  or  ability  on  which  it  is  based.  Therefore,  the 
first  step  to  the  development  of  competencies  in  counseling,  as  in 
any  field,  is  the  discovery  of  generic  knowledge,  skills,  and 
abilities.  This  process  begins  with  surveying  the  professional 
literature.   , 

There  is  a  growing  volume  of  literature  that  not  only  suggests 
new  areas  of  knowledge  for  counselors  but  serves  to  describe,  in 
relatively  exact  terms,  abilities  that  counselors  need  for  increased r 
effectiveness.  Heightened,  also,  is  an  awareness  that  goals  and 
competencies  must  be  job-related  and  that  their  outcomes  must  be 
relevant  to  or  required  by  counselor  roles  in  various  employment 
settings  (Horan.  1972;  Stokes,  1977).  This  has  been  required  of 
assessment  procedures  for  certification  requirements  by  several  court 
actions  (Bernknopf  et  al.,  1979). 

Riggs  (1979),  in  his  review  of  counselor  effectiveness  evaluation, 
found  that  evaluation  of  the  counseling  process  focuses  on  core 
facilitative  conditions.  It  is  obvious  then  that  most  comprehensive 
systems  of  counselor  knowledge  or  competence  have  the  facilitative 
conditions  as  a  large  part  of  the  content.  More  specifically,  these 
facilitative  conditions  can  be  divided  between  relationship  variables 
and  basic  interviewing  techniques  (Dagley,  1972).  Relationship 
variables  are  abilities  in  creating  the  facilitative  relationship 
characterized  by  empathy,  genuineness,  warmth,  and  respect  toward  the 
client.  These  are  often  revealed  through  technical  interviewing 
skills  where  attempts  at  measures  have  met  with  varying  degrees  of 


73 


success  (Blaas  &  Heck,  1975).  A  high  degree  of  skill  in  basic 
techniques  is  deemed  necessary  such  that  considerable  attention  in 
training  programs  is  given  to  developing  skills  such  as  reflection, 
clarification,  use  of  silence,  exploration,  structuring,  goal 
setting,  summarization,  interpretation,  confrontation,  and  appro- 
priate use  of  non-verbal  behavior  and  behavioral  techniques,  such 
as  reinforcement,  modeling,  behavior  rehearsal,  conditioning,  and 
desensitization  (Dagley,  1972).  Knowledge  of  other  factors  basic 
to  the  relationship  are  also  considered  important.  Counselors  should 
show  knowledge  of  the  effects  of  variables  such  as  individuality, 
defense  mechanisms,  expectations,  and  setting  and  situational  variables 
which  impact  on  the  counseling  relationship. 

Another  area  of  high  concentration  in  counseling  is  the  theoreti- 
cal approaches  to  the  counseling  process.  Much  attention  has  been 
given  to  knowledge  of  various  theoretical  orientations  of  personality 
development  and  corresponding  therapeutic  intervention  methods. 
Counselors  are  generally  expected  to  be  knowledgeable  about  several 
major  therapeutic  approaches,  their  philosophical  tenets,  and  rela- 
tively skilled  in  the  use  of  techniques  of  a  few  (Frey  &  Raming,  1979). 
Recently,  authors  have  been  concerned  about  the  overemphasis  on 
therapeutic  approaches  and  suggest  that  counselors  should  be  knowledge- 
able about  development  approaches  as  well  (Blocher,  1966;  Forster, 
1978).  Knowledge  of  theoretical  approaches  to  counseling  should 
include  theories  covering  family  intervention  (Minuchin,  1974),  group 
counseling  (Lechowicz  &  Gazda,  1975),  and  agency  or  community  inter- 
vention (Neil,  1976). 
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In  recent  years  greater  attention  has  been  given  to  supervision 
in  counseling.  As  the  paraprofessional  movement  grows,  professional 
counselors  spend  more  time  supervising  subordinates.  Supervisory 
skills  have  thus  been  advocated  for  counselors  (Chiko  et  al.,  1980). 
In  addition,  the  evidence  indicates  that  counselor  skill  levels 
decrease  over  time  although  not  quite  to  pre-training  levels  {Heyer, 
1978).  Maintenance  of  counselor  skills  is  more  probable  if  the 
counselor  has  knowledge  of  self-supervision  methods  (Meyer,  1978; 
Spooner  &  Stone,  1977). 

Counselors  should  have  an  adequate  foundation  in  research  methods 
in  order  to  discriminate  good  from  poor  in  reading  the  literature, 
be  able  to  design  research  studies,  and  report  research  results 
(McPheeters,  1979).  Assessment  is  an  area  which,  like  research,  has 
been  seen  as  important  to  counselors  for  many  years.  Counselors  are 
expected  to  be  knowledgeable  of  a  variety  of  assessment  procedures 
and  instruments  for  individuals,  groups,  organizations,  and  communities 
(Neil,  1976).  Two  newer  areas  of  emphasis  are  program  development  and 
evaluation.  Program  development  is  also  used  for  a  variety  of  client 
types  and  includes  goal  setting,  planning,  administrative,  and 
organizing  activities  (Chiko  et  al.,  1980).  Wheeler  (1980)  has  spoken 
to  the  increasing  need  of  counselors  for  knowledge  of  methods  and 
procedures  for  evaluation.  Such  evaluation  knowledge  should  be 
adaptable  to  several  situations,  conditions,  and  content  elements; 
and,  therefore,  familiarity  with  several  evaluation  models  is  advised 
(Neil,  1976;  Wheeler,  1980). 
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Three  areas  of  function  that  require  specialized  counselor 
knowledge  and  ability  are  career  guidance,  sex  therapy,  and  consulta- 
tion. Career  guidance  is  to  a  great  degree  the  foundation  of 
counseling  and  its'  effect  on  personal  well-being  has  been  proved 
repeatedly  (Super,  1955).  Counselors  should  have  knowledge  of  career 
development,  career  choice  theories,  and  career  information  resources. 
The  counselor  must  be  able  to  assist  an  individual  in  systematically 
assessing  his  or  her  talents  and  vocational  qualities,  investigating 
and  discovering  career  alternatives,  and  making  decisions  that  lead 
to  action  in  the  career  arena  (Mitchell,  1975).  Sex  therapy  is  an 
area  of  counseling  which  has  become  more  important  in  recent  years. 
Kirkpatrick  (1980)  surveyed  the  knowledge  needs  of  counselors  with 
respect  to  human  sexuality  and  derived  20  knowledge  and  ability  state- 
ments that  are  important  for  the  counselor.  They  emphasize  the  counselors 
need  to  be  able  to  discuss  sexual  problems  of  clients  on  a  par  with 
other  kinds  of  client  concerns  and  be  able  to  provide  needed  information. 
Other  professions  and  the  public  at  large  are  discovering  that  counselors 
have  an  important  and  useful  body  of  information  (Barnick  &  O'Brien, 
1980).  Via  consultation,  counselors  have  the  opportunity  to  affect 
large  numbers  of  people  and  provide  effective  preventive  mental  health 
measures.  Knowledge  of  consultation  models  and  processes  are  a 
necessary  part  of  the  counselor's  repertoire  (Dagley,  1972).  Related 
to  consultation,  knowledge  and  skills  in  the  area  of  teaching  and 
learning  models  are  also  cited  as  valuable  to  counselors  (Chiko  et  al., 
1980). 
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Two  other  skill  areas  are  evident  in  the  literature  as  important 
to  counselors.  Referral  skills  are  vital  to  the  professional 
counselor  and  include  the.  recognition  of  one's  limitations,  knowledge 
of  available  resources,  and  the  ability  to  make  the  transfer  of  a 
client  without  threatening  the  client's  self-esteem  or  commitment  to 
seek  help  (Dagley,  1972).  The  other  skill  area  is  leisure  counseling. 
As  the  time  and  effort  required  by  the  career  arena  is  reduced  in  a 
modern  world,  the  skills  involved  in  assisting  clients  in  appraising 
and  selecting  appropriate  and  fulfilling  leisure  activities, are  seen 
as  more  important  (Corley  &  Johnson,  1979). 

Knowledge  in  other  areas  has  been  cited  as  important  to  counselors 
as  well.  Arredondo-Dowd  and  Gonsalves  (1980)  have  identified 
competencies  recommended  for  the  culturally  effective  counselor; 
Knowledge  of  the  needs  of  minorities  and  other  special  groups, 
including  veterans,  women,  the  handicapped,  youth,  and  older  persons, 
are  seen  as  valuable  (Chiko  et  al.,  1980).  Information  on  the  use  of 
drugs  (psychoactive,  pharmaceutical ,  and  illicit),  alcohol,  and  the 
effects  of  long-term  use  of  both  is  increasingly  important  to 
counselors,  especially  in  the  clinical  setting  (Roy  Littlejohn 
Associates,  1974;  Steinberg  et  al.,  1976a,  1976b).  Counselors  must 
be  aware  of  the  ethical  standards  that  govern  the  profession, 
especially  those  pertaining  to  client  confidentiality,  intervention 
processes,  professional  conduct,  and  test  usage.  In  addition,  it  is 
important  to  know  state  laws  governing  privileged  communication,  case 
records,  privacy  and  credentialing  (Dagley,  1972). 
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Specific  areas  of  counselor  competency  and  the  knowledge, 
skills,  and  abilities  of  each  used  in  the  construction  of  instru- 
ments for  the  current  study  are  discussed  in  greater  detail  in 
Chapter  III  and  the  Appendices. 

To  be  useful,  knowledge,,  skills,  and  abilities  in  the  literature 
must  be  systematized  and  field-tested.  The  technique  used  must  allow 
addition  of  competencies  or  competency  components  by  professionals  in 
the  field.  The  Delphi  technique  has  been  employed  in  recent  years  to 
identify  competencies  for  counselor  education  and  certification 
(Fuller,  1975;  Hanson,  1977;  Lechowicz  &  Gazda,  1975;  Newton  & 
Richardson,  1976). 

Delphi  Technique 

In  the  technological  age,  decision-making  difficulty  is  enhanced 
by  the  complexity  of  issues  and  by  the  far  reaching  effect  of  decision 
consequences.  It  is  because  of  this  complexity  that  a  need  existed 
for  a  method  of  study  that  allowed  for  the  most  comprehensive  input 
available  for  issue  review,  decision-making,  and  future  forecasting. 
It  was  to  meet  this  need  that  the  Delphi  Technique  was  developed. 
Because  of  its  potential  for  large  scale  problem  solving,  the  Delphi 
Technique  has  experienced  tremendous  use  in  the  past  decade.  In 
critiquing  the  method.  Hi  IT  and  Fowles  (1975)  have  said,  "no  other 
forecasting  method  is  so  conspicuously  a  fixture  of  the  contemporary 
effort  to  get  prediction  onto  a  scientific  basis"  (p.  179).  While 
critics  question  the  scientific  strength  of  Delphi  uses  to  date,  they 
do  not  deny  that  it  has  in  recent  years  become  a  very   important  tool 
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in  the  effort  to  refine  and  systematize  goal  setting  and  forecasting 
in  a  Targe  number  of  disciplines. 

Types  of  Delphi  Studies 

The  development  of  the  technique  began  at  the  Rand  Corporation 
in  the  early  fifties.  An  Air  Force  sponsored  "Project  Delphi"  used 
expert  opinions  to  assess  prime  United  States  targets  for  hypothetical 
Soviet  missile  attacks.  Because  of  the  nature  of  the  project,  the 
result  was  classified  as  a  secret  document.  It  was  not  until  1964 
that  the  first  Delphi  study  outside  the  defense  department  appeared 
as  a  Rand  paper  entitled  "Report  on  Long-Range  Forecasting  Study"  by 
Gordan  and  Helmer  (Linstone  &  Turoff,  1975).  From  this  beginning, 
the  Delphi  grew  rapidly  in  adaptation  and  applications.  Its  use  , 
in  forecasting  and  goal-setting  has  been  demonstrated  in  various 
countries  around  the  globe,  as  well  as  in  government,  industry, 
and  academics  (Linstone  &  Turoff,  1975;  see  also  extensive  biblio- 
graphies in  Linstone  &  Turoff,  1975;  Sackman,  1975;  Weaver,  1972). 

Weaver  (1972)  identified  two  types  of  Delphi  studies:  the 
exploratory  study, and  the  normative  study.  There  are  fundamental 
differences  which  effect  the  relative  strengths  and  limitations  of 
each.  The  exploratory  study  is  used  to  question  experts  on  their 
views  about  a  chronology  of  scientific  and  technological  events  and 
to  collect  their  judgments  as  to  just  when  the  events  might  occur. 
The  data  from  these  studies  are  in  the  form  of  numeric  probability 
dates.  Conversely,  the  normative  study  focuses  on  what  is  desirable 
in  the  form  of  goals  and  priorities.  The  normative  study  differs 
from  the  exploratory  type  in  two  ways:  (a)  the  result  is  a  desirable 
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product  as  opposed  to  a  probable  outcome,  and  (b)  the  concern  is  with 
priorities  instead  of  specific  dates.  The  main  function  of  both, 
however,  is  opinion  sharing  through  feedback  (Weaver,  1972).  Another 
type,  identified  by  Strauss  and  Zeigler  (1975),  who  called  the  first 
two  numeric  and  policy,  added  historic  as  a  type  of  Delphi  study 
used  to  explain  the  range  of  issues  that  foster  a  specific  decision 
or  the  identification  of  the  range  of  possible  alternatives  that 
could  have  been  posed  against  a  certain  past  decision. 

The  developers  of  the  Delphi  technique  denote  three  quint- 
essential attributes  that  contribute  to  authentic  consensus  and 
valid  results:  anonymity  of  panelists,  statistical  response,  and 
interactive  polling  with  feedback  (Sackman,  1975).  The  result  of 
any  Delphi  study  should  be  the  presentation  of  observed  expert 
concurrence  in  a  given  application  area  where  none  existed  previously. 
This  assumes  that  panelists  are  experts  and  consensus  is  obtained 
through  reliable  and  valid  procedure  (Sackman,  1975).  This  procedure 
includes  not  only  the  Delphi  technique  but  also  procedures  that 
facilitate  reliability  in  any  questionnaire  survey. 

Methods  and  Goals 

In  the  Delphi  Technique  a  panel  is  selected  and  polled  on  a 
problem  of  interest.  The  panelists  remain  anonymous  to  one  another 
(Dodge  &  Clark,  1977).  In  the  initial  studies,  panelists  were  paid 
experts  and  the  panel  size  was  about  the  same  as  a  conference  committee 
or  small  group  (Sackman,  1975).  More  recently,  the  selection  of 
experts  has  been  unpaid  knowledgeable  persons  with  a  vested  interest 
in  the  outcome  of  the  study;  panels  have  increased  in  size  for  increased 


80 


diversity  of  opinion  and  quantity  of  input  (Huckfeldt  &  Judd, 
1974). 

Responses  to  the  first  poll  are  collected  and  feedback  of  the 
results  accompanies  the  second  round.  Each  panelist  has  an 
opportunity  to  review  each  response  in  the  light  of  feedback  from 
the  previous  round.  The  panelists  will  then  respond  to  the  current 
round  by  repeating  or  modifying  previous  responses.  This  process 
is  continued  until  opinions  stabilize.  Consensus  should  emerge  over 
rounds  as  panelists  are  presented  information  on  the  opinions  of  the 
entire  panel.  This  consensus  is  unaffected  by  the  status  or  personal 
persuasion  of  any  individual  panel  member  and  ideally  represents  the 
best  collective  judgment  of  the  group  (Dodge  &  Clark,  1977). 

While  consensus  of  panel  opinion  regarding  the  area  under 
question  is  usually  the  primary  goal  of  a  Delphi  study,  there  are 
secondary  goals,  any  or  all  of  which  may  be  incorporated  within  any 
Delphi  study.  They  are 

1.  explore  or  expose  underlying  assumptions  or  information 
leading  to  differing  judgments; 

2.  seek  out  information  which  may  generate  a  consensus  of 
judgment  on  the  part  of  the  respondent  group; 

3.  correlate  informed  judgments  on  topics  spanning  a  wide 
range  of  disciplines;  and 

4.  educate  the  respondent  group  as  to  the  diverse  and  inter- 
related aspects  of  the  topic  (Strauss  &  Zeigler,  1975). 

These  goals,  both  primary  and  secondary,  rest  squarely  on  two 
assumptions  that  are  the  underlayment  of  the  Delphi  technique.  First, 
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if  participants  agree  and,  by  agreeing,  move  to  a  central  position 
or  consensus,  the  resulting  data  are  assumed  to  be  more  believable. 
Second,  anonymous  responses,  such  as  those  generated  by  Delphi,  are 
more  likely  to  lead  to  reasonable  and  objective  input  than  are  the 
activities  of  interpersonal  conferencing  (Rasp,  1973). 

Delphi  Uses 

It  is  obvious  that  the  Delphi  method  of  experimentation  is  not 
appropriate  for  all  survey  applications.  The  Delphi  technique  is  a 
method  of  structuring  the  collective  judgments  of  a  group  in  order  to 
deal  with  a  complex  problem.  It  should  be  used  in  situations  that  are 
not  conducive  to  precise  analytical  solutions,  or  when  participation 
is  required  by  groups  that  cannot  meet  face  to  face  (Dodge  &  Clark, 
1977).  The  Delphi  technique  has  been  used  in  almost  every   field 
where  future  developments  have  impact.  Beginning  in  military 
technology,  the  Delphi  uses  rapidly  spread  to  industry  where  it  has 
been  used  in  analyzing  new  product  lines  and  predicting  likely 
inventions  and  new  technologies.  Uses  in  government  have  been  many, 
including  land  use  policy  formation  and  information  systems  relative 
to  development  planning.  It  has  been  employed  in  health  care  programs 
for  problem  identification,  priority  setting,  and  problem  solving 
(Tersine  &  Riggs,  1976). 

Education  is  an  area  in  which  the  Delphi  technique  has  had 
extensive  use.  Its  use  has  included  formulation  of  educational  goals 
and  objectives,  curriculum  and  campus  planning,  and  development  of 
evaluation  criteria  (Dodge  &  Clark.  1977;  Judd,  1972),  as  well  as  a 
tool  for  creating  model  educational  systems  (Dodge  &  Clark,  1977). 
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Its  application  in  education  has  had  three  styles:  (a)  as  a  method 
for  studying  the  process  of  thinking  about  the  future,  (b)  as  a 
pedagogical  tool  forcing  people  to  think  in  complex  ways  about  the 
future,  and  (c)  as  a  planning  tool  to  aid  in  probing  priorities 
held  by  members  and  constituencies  of  an  organization  (Judd,  1972). 
Delphi  use  in  education  typically  has  been  of  the  normative  or 
policy  type  with  some  attention  to  the  exploratory  (numeric)  and 
historical  types.  Uses  outside  education  have  been  mostly  exploratory 
(Sackman,  1975). 

Sackman  (1975),  a  Delphi  critic  and  Rand  researcher,  indicates 
that  a  large  and  growing  roster  of  firms  are  using  Delphi  for  diverse 
purposes  and  that  these  applications,  broadly  considered,  are  virtually 
indistinguishable  from  the  questionnaire  technique.  Advocates,  such 
as  Turoff  have  expanded  the  scope  of  Delphi  as  a  general  purpose 
vehicle  for  communication  and  consensus  of  widely  distributed  pbpuTa-  : 
tions  and  for  group  problem  solving  (tinstone  &  Turoff,  1975).  The   . 
Delphi  technique  has  been  advanced  at  an  increasing, rate  into  the 
generail  field  of  questionnaire  design  and  development,  not  only  for 
experts  but  for  non-experts  (Sackman,  1975). 

The  Policy  Delphi,  which  generates  verbal  data,  is  commonly  used 
to  supplement  or  stimulate  the  committee  approach  to  problem  solving 
(Strauss  &  Zeigler,  1975).  It  is  the  Delphi  form  which  encourages 
communication  of  issues  related  to  items  in  the  areas  of  study.  The 
suggested  procedure  for  formulation  has  three  important  steps: 
(a)  the  monitor  devotes  considerable  time  to  developing  the  initial 
round  to  cover  obvious  issues;  (b)  he  should  seed  the  list  with  an 
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initial  range  of  options,  but  allow  for  the  respondents  to  add; 
and  (c)  he  should  ask  for  positions  on  items  and  underlying 
assumptions  in  the  first  round  (Linstone  &  Turoff,  1975).  The 
purpose  is  not  only  to  obtain  consensus,  but  also  to  establish  all 
the  differing  positions  advocated  and  principal  pro  and  con  arguments 
for  the  positions  (Strauss  &  Zeigler,  1975).  The  policy  type  Delphi 
allows  the  utilization  of  larger  numbers  of  people  than  a  committee 
approach  to  problem-solving.  In  some  cases,  a  small  committee  can 
use  the  results  to  formulate  needed  policy  and  in  this  way  the 
Delphi  acts  as  a  precursor  to  committee  work  (Strauss  &  Zeigler, 
1975).  Rasp  (1974)  cites  three  strengths  in  using  the  Delphi  method 
for  policy  formation.  First,  whole  communities  of  people  who  will  be 
effected  by  the  decision  are  involved  in  the  process.  Second,  the 
method  requires  participants  to  consider  basic  issues  and  make  clear 
statements  of  their  viewpoints  concerning  them.  Third,  the  pool  of 
resultant  data  is  an  invaluable  ground  of  information  on  which  action 
decisions  can  be  made. 

Delphi  Advantages  and  Weaknesses 

Advantages  of  Delphi  use  in  long-range  planning  have  been 
addressed  by  several  writers  and  critics  (Linstone  &  Turoff,  1975; 
Rasp,  1974;  Sackman,  1975;  Weaver,  1972),  but  the  most  comprehensive 
listing  is  that  of  Tersine  and  Riggs  (1976).  They  discuss  a  number 
of  interrelated  advantages  that  the  Delphi  technique  offers.  Control 
of  interaction  is  a  direct  attempt  to  avoid  the  disadvantages  of 
conventional  use  of  experts  via  round  table  discussions,  conferences, 
and  committees.  The  fact  that  experts  are  not  identified  receives 
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credit  for  greater  flow  of  ideas,  fuller  participation  of  respondents, 
and  increased  evidence  of  problem  closure.  Also,  participants  have 
no  ego  involvement  and  find  it  easier  to  change  their  minds  instead 
of  defending  an  original  estimate  which  appears  false  in  the  light  of 
new  information.  Participants  are  not  susceptible  to  the  halo  effect 
of  a  panelist's  rank  or  expertise,  and  a  band  wagon  effect  is  reduced 
because  of  the  absence  of  persuasion.  Consensus  is  formed  and 
significant  deviation  is  justified.  Panelists  can  be  geographically 
dispersed  and  the  panel  is  not  restricted  in  size  or  by  demands  on 
panel  members.  Finally,  the  Delphi  technique  encourages  individual 
thinking  that  focuses  on  issues  rather  than  being  side  tracked  by 
superfluous  arguments. 

While  the  advantages  of  Delphi  method  over  other  group  fore- 
casting and  decision-making  procedures  are  attractive,  critics  of 
the  method  point  out  that  it  has  unproven  assumptions.  Since  there 
has  been  \/ery   little  empirical  research  done  to  validate  the  Delphi 
procedure,  there  is  little  exact  data  on  the  procedural  strengths  and 
weaknesses.  There  have  been  several  questions  raised  about  Delphi 
technique  and  its  vulnerability  to  validity  threats  (Dodge  &  Clark, 
1977).  These  questions  provide  some  guides  for  avoiding  the  pitfalls 
of  some  past  Delphi  studies  (Sackman,  1975). 

Criticism  of  the  Delphi  technique  is  best  reviewed  in  two 
dimensions:  potential  threats  to  reliability  and  potential  threats 
to  validity.  Reliability  is  defined  as  the  precision  of  measurement 
or  dependability  of  measures  across  replication.  It  can  be  tested  by 
varying  internal  procedures  and  studying  the  effects  on  results; 
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however,  most  Delphi  studies  have  been  concerned  principally  with 
the  content  of  the  study  and  have  not  advanced  the  Delphi  method 
by  reliability  testing  (Hill  &  Fowles,  1975).  The  first  reliability 
issue  addressed  by  most  critics  is  the  choice  of  respondents  and  the 
effect  of  the  choice  on  the  results  of  Delphi  studies.  An  imnediate 
problem  is  that  of  defining  "expert"  and  selecting  individual  experts 
(Hill  &  Fowles,  1975).  The  first  question  is,  "Are  experts  necessary?" 
Some  studies  show  no  significant  differences  between  expert  and  non- 
expert judgments  in  Delphi  studies  of  value- laden  and  non-technical 
subjects  (Welty,  1973).  Sackman  (1975)  suggests  that  the  concept 
of  expert  is  virtually  meaningless  in  experiments  of  complex  social 
phenomena.  Further,  he  states  that  there  exists  an  uncontrolled  and 
unknown  expert  halo  effect  in  Delphi  method  which  contributes  to 
expert  oversell.  It  has  been  observed  (Hill  &  Fowles,  1975)  that 
no  study  has  reported  systematic  efforts  to  attain  representative 
samples  from  a  defined  universe  of  experts  and  that  this  is  crucial 
where  the  discipline  in  question  may  contain  divergent  schools  of 
thought.  Another  problem  in  the  use  of  experts  is  differentiating 
between  levels  of  expertise.  This  has  been  tested  twice  by  self- 
assessment  and  produced  non-significant  results  (Welty,  1973).  Also 
of  concern  to  critics  is  the  attitude  of  participants  to  the  Delphi 
technique  (Hill  &  Fowles,  1975)  which  could  contribute  to  the  large 
problem  of  panel  attrition.  Panel  attrition  is  described  as  a  major 
issue  in  large  scale  Delphi  studies  (Huckfeldt  &  Judd,  1974);  the 
danger  is  that  results  are  based  on  an  unrepresentative  subset  of 
the  original  panel  and  population.  This  becomes  a  self-selection 
bias  (Hill  &  Fowles,  1975). 


86 


A  second  issue  of  reliability  is  in  the  character  of  the  first 
round.  The  first  Delphi  questionnaire  can  draft  statements  from 
experts  or  present  a  pre-selected  set  of  statements.  Criticism  of 
the  second  approach  is  that  it  robs  the  Delphi  of  half  of  its  expert 
function  and  that  if  experts  exist  in  an  area  they  should  be 
relied  upon  to  initiate  statements  (Hill  &  Fowles,  1975).  Uhl  (in 
Judd,  1972)  defends  the  use  of  pre-selected  items  for  the  first  round 
of  Delphi  because  of  four  advantages.  First,  there  is  time  saved 
that  would  be  needed  to  collate  and  edit  the  usual  round  one  responses 
and  prepare  output  that  becomes  round  two.  Second,  where  participants 
are  not  experts,  important  statements  are  likely  to  be  omitted. 
Third,  some  respondents  appreciate  a  completed  instrument.  Fourth, 
greater  percentages  of  respondents  are  lost  in  the  first  round  in 
conventional  Delphi  open  questions  (Judd,  1972). 

There  are  issues  common  to  most  questionnaire  surveys  which  are 
important  to  Delphi  technique  as  well.  Mail-out  and  mail-in  question- 
naires have  reliability  pitfalls  since  some  participants  consider  the 
task  too  burdensome  or  give  only  cursory  attention  to  answering;  also, 
panelists  have  no  way  to  resolve  ambiguous  questions  (Hill  &  Fowles, 
1975).  Clarity  of  questions  or  statements  in  Delphi  studies  is 
important  in  preventing  distortion  of  results.  The  only  reported 
examination  of  the  reliability  threat  of  ambiguity  was  based  on  word 
length,  which  is  not  necessarily  synonymous  with  ambiguity,  and  offers 
no  useful  suggestions  for  methodological  improvement  (Hill  &  Fowles, 
1975). 
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Fatigue  caused  by  length  and  difficulty  of  Delphi  questionnaires 
is  often  blamed  for  high  attrition  rates  reported  in  large  scale 
studies  (Dodge  &  Clark,  1977).  This  fatigue  can  effect  the  result 
of  a  study  showing  differences  from  first  page  to  last  (Huckfeldt  & 
Judd,  1974).  In  one  study,  fatigue  effect  was  tested  by  varying  the 
order  of  pages  of  a  questionnaire  for  subgroups  of  a  panel.  There 
were  no  significant  differences  (Dodge  &  Clark,  1977).  While  low 
response  rates  are  typical  of  all  mail  questionnaires,  Delphi 
experimenters  do  not  make  adequate  use  of  subsequent  mailing  between 
round  to  boost  the  total  response  rate  to  acceptable  levels  (Hill  & 
Fowles,  1975).  Huckfeldt  and  Judd  (1974)  cite  three  other  influences 
thought  to  counter  high  attrition.  Panel  members  should  be  asked 
to  commit  themselves  to  the  study.  They  should  be  told  from  the 
start  about  panel  anonymity  during  the  study.  Later  round  question- 
naires should  be  personalized  to  the  extent  that  previous  round 
responses  are  indicated  for  each  participant. 

The  last  of  Delphi  reliability  issues  relates  to  the  nature  of 
consensus.  While  some  studies  have  been  unclear  as  to  how  consensus 
was  derived,  most  seem  to  use  simple  and  uniformly  applied  standards. 
This  is  rather  arbitrary  and  the  question  remains  as  to  how  much 
consensus  is  enough.  Hill  and  Fowles  (1975)  suggest  that  either  a 
theory-based  or  statistically  derived  standard  for  assessing 
consensus  would  be  more  powerful.  They  also  note  that  development 
of  a  statistical  criterion  would  require  more  attention  to  the  random 
selection  of  panel  members,  panel  size,  and  minimization  of  attrition; 
but  it  would  allow  for  measurement  of  significance. 
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There  are  two  ways  to  view  issues  of  validity  of  forecasting 
Delphi  studies.  One  is  data  validity,  and  the  other  is  method 
validity.  Method  validity  is  a  question  of  whether  the  design 
allows  the  kind  of  results  it  intends.  Delphi  method  narrows 
concerns  from  a  universe  of  phenomena  to  a  well  defined  topic;  from 
a  population  of  knowledgeable  persons  to  a  select  group  of  specialists; 
questions  that  do  not  lead  to  consensus  are  often  dropped.  The  result 
of  this  condensation  may  be  false  prediction  (Hill  &  Fowles,  1975). 
Related  to  this  is  the  problem  that  the  area  of  study  is  often 
established  minus  its  cultural  context  and  minus  the  external  forces 
that  impinge  upon  it,  thus  slighting  the  wider  context.  This  can  be 
a  major  design  flaw  (Hill  &  Fowles,  1975). 

Data  validity  refers  to  the  accuracy  of  Delphi  forecase  results. 
It  is  affected  by  most  of  the  reliability  threats  discussed  pre- 
viously. Two  validation  studies  have  been  done  with  Delphi  technique. 
One  testing  Delphi  short-range  prediction  against  actual  occurrence 
found  the  Delphi  successful  in  predicting  32  out  of  40  events.  In 
another  test  against  conventional  group  methods,  Delphi  was  more 
accurate  in  13  of  16  cases,  less  in  two  cases,  and  equal  in  one 
(Tersine  &  Riggs,  1976). 

Choice  of  respondents  can  effect  data  validity.  Experts  may  be 
too  homogeneous  to  reflect  adequately  differing  points  of  view 
(Hill  &  Fowles,  1975).  Weaver  (1972)  identifies  this  weakness  in 
educational  Delphi  studies  as  a  contributor  to  "establishment  futur- 
ology" which  does  not  take  into  account  influence  on  the  future  by 
radical  elements  of  society. 
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Weaver  (1972)  discusses  one  other  threat  to  data  validity  in 
Delphi  technique.  He  implies  that  using  a  questionnaire  technique 
to  generate  feedback  does  not  eliminate  the  effects  on  conformity 
that  are  observed  under  group  pressure.  Those  persons  who  tend  to 
conform  under  group  pressure  do  so  even  when  the  norm  which  attracts 
them  is  the  statistical  averaging  of  opinions  from  a  questionnaire. 
Furthermore,  the  conformist  (in  both  conditions)  tends  to  be  more 
submissive,  more  anxious,  more  authoritarian,  less  intellectual,  less 
theoretical,  less  realistic,  and  more  emotionally  reactive.  There 
may  be  artificial  concurrence  due  to  laziness  or  concurrence  in  the 
interest  of  harmony  rather  than  in  the  interest  of  accuracy  (Hill  & 
Fowles,  1975). 

It  is  clear  that  the  Delphi  technique  is  as  complex  as  the 
subjects  it  is  used  to  examine.  Without  the  benefit  of  specific 
theoretical  guidelines  for  Delphi  technique,  it  is  important  that 
Delphi  researchers  utilize  past  studies  and  criticisms  in  an  effort 
to  strengthen  the  design  of  future  studies.  Simultaneously,  Delphi 
researchers  should  attempt  to  advance  knowledge  about  the  technique 
by  making  study  adaptation  that  lends  reliability  and  validity  data. 
In  this  way  guidelines  can  be  developed  for  future  Delphi  uses. 

Summary 

The  literature  in  this  chapter  has  been  used  to  describe 
several  important  aspects  of  information  that  relate  to  the  present 
study.  It  has  described  the  factors  that  contributed  to  the  emergence 
of  Mental  Health  Counseling  as  a  profession  and  the  body  of  knowledge 
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thought  by  many  to  be  necessary  for  adequate  performance  in  the 
profession.  The  chapter  has  presented  the  reasons  for  choice  of 
credential ing  procedures  to  be  pursued  by  the  profession  and  why 
credential ing  must  be  based  on  competencies.  Since  competencies 
must  be  constructed  from  identified  knowledge,  skills,  and  abilities, 
an  appropriate  method  for  establishing  these  elements  was  reviewed. 
The  following  chapter  explains  the  method  employed  in  field  testing 
knowledges,  skills,  and  abilities  found  in  the  literature  and 
exploring  new  ideas  to  establish  a  performance  base  for  mental 
health  counselors. 


CHAPTER  III 
RESEARCH  METHODOLOGY 

Overview 

A  list  of  generic  professional  and  technical  knowledge,  skills, 
and  abilities  needed  by  mental  health  counselors  was  generated  by  a 
descriptive  research  study.  The  method  employed  was  a  Delphi  technique, 
consisting  of  three  rounds.  A  panel  of  practicing  clinical  mental 
health  counselors  generated,  reviewed,  and  refined  knowledge,  skill, 
and  ability  statements  during  the  course  of  the  study.  It  will 
produce  a  list  of  knowledge,  skill,  and  ability  statements  ranked 
by  priority. 

Research  Question 

This  study  sought  to  answer  the  following  research  question: 
What  generic  professional  and  technical  knowledge,  skills,  and 
abilities  are  needed  by  mental  health  counselors  for  adequate  per- 
formance in  community  agency  settings? 
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Method 

Subjects 

The  subjects  in  the  study  were  practicing  counselors  currently 
employed  in  mental  health  centers  who  have  an  earned  master's  degree 
in  a  mental  health  related  discipline  and  have  had  two  years  of  full 
time  employment  as  a  counselor  with  primary  responsibility  in  provid- 
ing direct  service  to  clients.  In  the  United  States  there  were  ap- 
aproximately  13,000  such  counselors  employed  in  756  community  mental 
health  centers  which  receive  federal  grants.  As  anonymity  of  panelists 
is  an  important  characteristic  of  the  Delphi  technique,  a  selection 
procedure  was  designed  to  ensure  that  no  more  than  one  counselor  per 
CMHC  would  be  selected.  The  centers  listed  in  the  1979  Directory: 
Federally  Funded  Community  Mental  Health  Centers  were  numbered  and  a 
table  of  random  numbers  was  applied  to  select  three  hundred  (300) 
centers.  Letters  were  mailed  to  the  directors  of  each  of  the  selected 
centers  requesting  that  one  counselor  be  given  an  invitation  to 
participate  as  a  Delphi  panelist.  One  hundred  three  mental  health 
counselors  responded  prior  to  the  deadline  for  returns  which  cor- 
responded to  the  34%  return  rate  observed  in  other  studies  using 
community  mental  health  centers  and  was  thus  deemed  sufficient  for 
the  study. 

Instrumentation 

Three  rounds  of  Delphi  questionnaires  were  utilized.  The  first 
round  was  designed  to  present  knowledge,  skill,  and  ability  statements 
that  had  been  identified  in  the  literature  and  drew  other  knowledge, 
skill,  and  ability  responses  from  panelists.  Each  questionnaire  was 
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used  as  the  source  of  information  for  the  creation  of  the  next  round 
questionnaire.  Likewise,  the  third  round  questionnaire  was  composed 
of  second  round  questions  and  the  feedback  of  second  round  responses. 
In  this  way  the  questionnaires  presented  information  to  respondents 
from  the  previous  round  as  well  as  gathered  data. 

For  the  construction  of  the  first  round  questionnaire,  a 
hierarchical  system  for  categorizing  statements  from  the  literature 
was  developed.  After  review  and  comparison  of  various  models  in  the 
literature  (see  Appendix  D)  a  structural  model  was  synthesized  to 
combine  elements  of  models  for  counselor  preparation  and  models  from 
task  analysis  studies.  Three  domains  of  30  classes  resulted. 
Literature  which  provided  competency  statements  or  identified  educa- 
tional and  functional  objectives  (Appendix  H)  was  used  to  generate 
content  knowledge,  skills,  and  abilities  for  the  classes.  Duplication 
in  statements  was  eliminated  and  related  classes  with  few  items  were 
combined.  Classes  with  no  items  were  discarded  and  counseling  was  . 
divided  into  four  subclasses.  The  result  was  three  domains  containing 
19  classes  of  knowledge,  skill,  and  ability  statements  (Appendix  E). 
Personal  characteristics  were  used  only  in  conjunction  with  a  cri- 
terion measure  and  stated  as  a  skill.  Two  scales  were  assumed  to  be 
common  knowledge  from  the  literature  and  simple  enough  to  explain  in 
the  instructions  so  as  to  provide  the  necessary  criteria:  Carkhuff 
scales  for  core  dimensions  (Carkhuff,  1969)  and  the  Counselor  Evalua- 
tion Rating  Scale  for  other  character  arid  attitudinal  items  identi- 
fied in  the  literature  as  important  to  counseling  (Myrick  &  Kelly, 
1971).,  Classes  and  statements  were  transferred  to  the  first  round 
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questionnaire.  Questionnaire  items  and  design  were  reviewed  by  three 
experts  on  competency  assessment  for  certification  in  mental  health,  - 
and  minor  revisions  to  the  questionnaire  were  made.  The  order  of 
classes  on  the  questionnaire  was  determined  by  space  accommodations 
and  length. 

Round  I  Procedures 

Directors  of  community  mental  health  centers  who  were  selected 
for  the  study  received  a  letter  of  endorsement  (Appendix  A)  from 
Dr.  Jim  Messina,  Chairperson  of  the  National  Academy  of  Certified 
Clinical  Mental  Health  Counselors.  It  had  two  enclosures:  a  letter 
of  invitation  to  the  Delphi  panelist  and  a  return  commitment  card. 
The  letter  served  as  an  introduction  to  the  study,  explaining  its 
benefit  to  counselors  and  employers.  It  explained  the  qualifications 
required  of  a  panel  member  and  asked  the  director  to  select  the 
counselor  in  his  or  her  center  best  suited  for  the  study.  It  was 
suggested  that  the  director  consider  the  time  taken  by  the  counselor 
to  participate  in  the  study  as  staff  development  time  and  thus  allow 
the  counselor  the  freedom  of  unrestricted  participation.  The  direc- 
tor gave  the  counselor  the  letter  of  invitation  to  take  part  in  the 
study  (Appendix  B)  and  the  reply  card  (Appendix  C).  The  letter  to 
the  counselor,  also  from  Dr.  Jim  Messina,  provided  pertinent  infor- 
mation while  requesting  the  counselor's  participation. 

The  counselor  was  informed  in  the  letter  about  the  purpose  of 
the  study  and  reasons  for  its  importance.  An  explanation  of  the 
Delphi  technique  and  what  was  to  be  expected  by  participation  of  . 
panelists  over  three  rounds  was  also  included  (Appendix  B).  Counselors 
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were  asked  to  return  the  completed  reply  card  which  was  a  statement  of 
commitment  to  all  three  rounds  of  the  study. 

A  system  to  control  the  effects  of  fatigue  from  a  long  ques- 
tionnaire was  used.  Subjects  returning  cards  to  the  study  monitor 
were  assigned  through  use  of  a  table  of  random  numbers  to  form  six 
subgroups  corresponding  to  the  number  of  pages  in  the  Round  I  ques- 
tionnaire (RIQ).  Pages  and  questions  on  the  RIQ  were  coded  so  that 
there  would  not  appear  to  be  an  intended  numerical  order.  Each  sub- 
group received  the  RIQ  with  pages  in  a  different  order  from  the  other 
subgroups. 

The  packet  containing  RIQ  with  return  envelope  was  introduced  by 
a  letter  of  instruction  (Appendix  F).  The  RIQ  letter  of  instruction 
covered  pertinent  information  on  completing  RIQ  and  drafting  new 
knowledge,  skill,  and  ability  statements,  examples  of  such  statements 
being  included.  The  letter  informed  the  panelists  that  the  RIQ 
(Appendix  6)  was  designed  for  the  panelist  to  accept,  reject,  or 
modify  the  knowledge,  skill,  or  ability  statements.  The  panelists 
were  also  asked  to  draft  new  statements.  The  time  taken  for  answering 
the  questionnaire  was  estimated  at  approximately  30  minutes.  The 
letter  of  instruction  informed  the  panelist  that  the  initial  page 
of  the  RIQ  was  a  demographic  data  sheet  and  provided  the  schedule 
for  the  mailing,  return,  and  data  tabulation  of  all  three  rounds. 
The  mailing  of  each  round  was  set  on  the  first  day  of  each  of  three 
consecutive  months.  The  date  that  the  returns  were  due  was  set  on 
the  twentieth  of  each  month  with  tabulation  of  results  and  creation 
of  the  following  round  before  the  end  of  the  month. 
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Following  the  mailing  of  the  RIQ  by  one  week,  the  study  monitor 
began  calling  each  of  the  panelists  by  phone.  The  phone  contact  was 
for  the  purpose  of  reinforcing  the  panelists'  commitment  to  the 
study,  answering  any  question  panelists  had  about  the  study,  and 
reminding  the  panelists  of  the  schedule  of  the  study.  Approximately 
one  third  of  the  panelists  had  been  contacted  by  the  time  the  RIQ  due 
date  arrived  and  treatment  of  the  data  started. 

Treatment  of  Round  I  Data 

Each  response  to  RIQ  was  hand  scored.  There  were  four  categories 
for  responses:  acceptance  of  a  knowledge,  skill ,  or  ability  stem 
or  statement  as  presented;  rejection  of  a  stem  as  presented;  the 
modification  of  an  existing  stem;  and  the  addition  of  a  new  knowledge, 
skill,  or  ability  statement.  Acceptance  and  rejection  responses  for 
each  item  were  tallied  and  compared,  and  any  item  having  a  70  percent 
rejection  rate  was  discarded  from  further  consideration.  The  study 
monitor  reviewed  all  modifications  and  new  items  and  deleted  repeti- 
tions. The  monitor  altered  only  those  items  that  did  not  conform  to 
the  guidelines  presented  in  the  instructions  for  RIQ.  The  alteration 
was  only  for  the  purpose  of  conformity  with  style  and  attempted  to 
preserve  the  wording  and  intent  of  the  item.  All  voluntary  comments 
by  panelists  concerning  specific  items  were  noted  and  used  for  a 
better  understanding  of  the  final  results  of  the  study. 

A  committee  consisting  of  three  mental  health  counselors  reviewed 
all  items  for  clarity  of  meaning  and  conformity  to  the  style  guide- 
lines. These  committee  members  met  the  same  requirements  as  panel 
members  and  also  had  doctorates  in  Counselor  Education  and  at  least 
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one  year  of  supervision  experience  in  counseling.  The  committee  made 
adjustments  in  terms  of  style  that  were  necessary  for  communication  of 
the  intended  meaning  of  each  item. 

The  demographic  data  were  tallied  to  provide  a  profile  of  the 
Delphi  panel.  A  statistical  description  of  the  panel  appears  in  the 
study  results.  A  letter  requesting  the  demographic  data  was  sent  to 
all  panelists  that  did  not  respond  to  the  RIQ.  Means  and  standard 
deviations  for  the  demographic  questions  are  presented. 

Round  II  Procedures 

All  of  the  knowledge,  skill,  and  ability  statements  that  were 
approved  following  the  Round  I  data  treatment  became  items  on  the 
Round  II  questionnaire  (RIIQ)  A  computer  program  was  designed  to 
create  a  RIIQ  individualized  for  each  panelist.  The  program  used  a 
random  procedure  to  select  the  order  of  the  presentation  of  the  sec-  . 
tions  of  items  as  a  control  for  the  fatigue  effects  of  a  lengthy 
questionnaire.  Each  RIIQ  had  the  panelist's  name  and  a  short  in- 
struction statement  at  the  top  of  each  page. 

A  letter  of  instruction  (Appendix  I)  accompanied  the  RIIQ 
(Appendix  J)  with  a  stamped  return  envelope.  The  instructions  for 
RIIQ  were  that  panelists  were  to  rate  each  item  or  statement  as  to 
its  importance  as  a  generic  professional  or  technical  knowledge, 
skill,  and  ability  for  mental  health  counselors.  A  rating  of  one  (1) 
indicated  the  lowest  priority  and  seven  (7)  indicated  the  highest 
priority  or  importance. 

Following  the  mailing  of  the  RIIQ,  the  monitor  continued  to 
make  phone  contact  with  the  panelists  concentrating  initially  on  those 
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panelists  who  had  not  responded  to  RIQ.  Approximately  one  third  of 
the  panelists  were  contacted. 

Treatment  of  Round  II  Data 

The  returned  RIIQ  data  were  tabulated  and  a  statistical  median 
and  first  and  third  quartiles  computed  for  each  item.  Voluntary 
comments  were  recorded. 

Round  III  Procedures 

The  panelists  received  feedback  of  the  results  of  RIIQ  on  the 
third  round  questionnaire  (RIIIQ).  The  RIIIQ  was  precisely  the  same 
as  RIIQ  with  two  exceptions.  First,  on  the  RIIIQ  the  median  and 
first  and  third  interquartiles  for  each  item  resulting  from  RIIQ 
were  printed  adjacent  to  the  Likert^type  scale..  Second,  the  ques- 
tionnaires were  personalized  by  printing  each  panelist's  previous 
response  to  each  item  on  RIIQ  on  that  panelist's  copy  of  RIIIQ 
(Appendix  L). 

A  letter  of  instruction  (Appendix  K)  accompanying  RIIIQ  informed 
the  panelists  on  how  to  use  the  Round  II  feedback  in  responding  to 
Round  III.   Panelists  were  instructed  that  the  median  of  each  item 
can  be  regarded  as  an  indicator  of  importance  of  a  statement,  as 
judged  by  the  entire  panel.  Similarly,  the  first  and  third  quartiles 
were  presented  as  indicators  of  the  degree  of  agreement  in  the  panel 
on  each  item.  The  median  and  quartiles  were  rounded  to  one  decimal 
place  to  enhance  useability  by  panelists.  Panelists  were  asked  to 
study  the  group  response  indicators  as  well  as  the  personal  response 
provided  on  each  RIIIQ.  In  the  light  of  this  feedback  from  Round 
II,  the  panelists  were  asked  to  answer  the  RIIIQ.  In  addition. 
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panelists  who  on  any  particular  items  desired  to  mark  a  value  outside 
of  the  first  through  third  quartiles  were  asked  to  give  a  brief  state- 
ment of  position  or  justification  in  the  interest  of  a  fuller  under- 
standing of  dissention. 

Following  the  mailing  of  RIIIQ  the  monitor  phoned  the  panelists 
who  had  not  previously  been  contacted.  After  the  return  due  date  had 
passed  and  an  additional  week  had  been  allowed  for  the  receipt  of 
responses  delayed  by  mailing  time,  the  data  were  processed. 

Research  Question  Data  Treatment 

A  median  and  interquartile  range  was  computed  for  each  of  the 
questions  on  RIIIQ.  Using  the  median  as  the  y  axis  and  the  inter- 
quartile range  as  the  x  axis,  a  scattergram  was  plotted  showing  the 
relative  position  of  each  question.  A  natural  separation  occurred 
such  that  a  group  or  cluster  of  items  were  observed  as  having  a  high 
median  and  high  consensus  as  items  on  the  list  of  generic  knowledges, 
skills,  and  abilities  needed  by  mental  health  counselors.  These 
items  were  reported  in  the  majority  opinion  in  the  results  of  the 
study. 

Comments  by  the  panelists  and  their  justification  statements  for 
dissenting  scores  on  high  priority  items  were  included  in  the  dis- 
cussion of  the  study  results.  The  opinions  of  those  in  disagreement 
are  important  to  the  fullest  understanding  of  the  results  in  a  Delphi 
technique.  The  study  reported  these  comments  in  a  minority  opinion 
(see  Chapter. V).  Statistical  comparison  data  were  computed  on  dif- 
ferences in  Round  II  and  III  opinions  and  reported  in  the  results  of 
the  study. 


CHAPTER  IV 
RESULTS 

The  Delphi  Technique  was  employed  in  this  study  to  generate, 
refine,  and  decipher  high  priority  generic  knowledge,  abilities,  and 
skills  needed  by  mental  health  counselors.  The  method  used  three 
rounds  of  questionnaires,  each  having  a  unique  purpose.  The  first 
round  presented  statements  from  a  review  of  the  literature  to  provide 
the  panel  members  with  a  context  for  drafting  additional  items,  a 
style  in  which  to  respond,  an  opportunity  to  comment  on  the  relevancy 
of  the  literature,  a  start  in  the  study  on  an   equal  information  basis, 
and  a  catalyst  for  creative  thinking  on  a  complex  subject.  The  object 
of  the  round  was  to  gather  new  statements  of  need  from  the  field  while 
eliminating  superfluous  items  from  the  literature.  The  second  round 
questionnaire  allowed  the  panelists  to  set  the  priority  of  importance 
for  each  item  forwarded  from  the  first  round.  The  third  round  ques- 
tionnaire reported  the  group  response  to  each  of  the  second  round 
statements  in  the  form  of  the  median  and  first  and  third  quartiles. 
Panelists  considered  their  responses  relative  to  the  group  and  com- 
mented on  items  where  individual  opinions  varied  considerably  from 
the  group  judgment. 

Results  are  presented  in  the  form  of  a  demographic  profile  of 
the  Delphi  Panel  and  response  data  of  panelists  to  the  various  rounds. 
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It  presents  data  on  items  which  reflect  high  priority  with  high  agree- 
ment and  comments  evoked  by  the  study.  The  calculations  of  items  and 
outcome  comparisons  between  the  second  and  third  rounds  conclude  the 
chapter. 

The  Delphi  Panel 

Panel  Profile 

The  panel  members  were  selected  by  the  directors  of  the  centers 
in  which  they  worked  as  being  the  staff  member  most  qualified  to 
participate  in  the  study.  There  were  300  invitations  given  to  direc- 
tors. Consistent  with  return  rates  of  previous  studies  in  community 
mental  health  centers,  34.3%  or  103  responses  were  received  by  the 
cutoff  date  for  the  start  of  the  study.  The  reason  for  the  failure 
of  the  majority  to  respond  is  not  known.  In  the  two-stage  invitation, 
a  director  could  have  decided  that  the  center  staff  would  not  partici- 
pate or  the  staff  member  chosen  could  have  made  the  decision  not  to 
participate.  Spot  checking  by  phone  produced  a  variety  of  possi- 
bilities: some  addresses  had  changed;  some  directors  had  changed; 
some  centers  had  lost  Federal  funding;  several  were  too  busy;  some 
were  large  bureaucracies  in  which  the  request  was  lost  or  delayed 
beyond  the  deadline;  some  directors  reported  that  their  centers  re- 
ceive so  many  study  requests  and  that  required  paperwork  is  so  volumi- 
nous that  nonparticipation  in  outside  studies  is  agency  policy. 

The  Round  One  Questionnaire  (RIQ)  was  sent  to  the  103  respondents. 
The  RIQ  contained  a  demographic  data  sheet  (Appendix  G).  Nineteen 
(18.4%)  respondents  did  not  participate  further  in  the  study.  The 
reasons  given  fell  generally  into  one  of  two  categories:  (1)  the 
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director  had  sent  the  response  card  assigning  the  duty  without  the 
knowledge  or  consent  of  the  named  participant  or  (2)  the  respondents 
had  misjudged  their  volume  of  work  during  the  three  holiday  seasons 
that  the  study  covered  and,  although  willing  to  participate,  never 
found  the  time  required.  Demographic  data  were  collected  on  the  84 
people  who  did  participate  in  at  least  one  round  of  the  study.  They 
comprised  81.6%  of  the  selected  respondents. 

Of  the  panelists  who  completed  one  or  more  rounds  of  the  study, 
57  or  67.8%  were  males  and  27  or  32.2%  were  females.  Racially,  the 
77  white  panelists  accounted  for  91.6%  majority  while,  five  black  panel- 
ists and  two  Hispanics  accounted  for  5.9%  and  2.5%,  respectively.  The 
age  range  of  the  group  was  from  29  to  58  years.  The  mean  age  was 
38.9  years  with  the  mean  and  range  suggesting  a  positive  skew. 

With  respect  to  education,  12  of  the  panelists  had  a  doctor's 
degree,  4  had  specialist's  degrees,  and  68  had  master's  degrees,  the 
titles  of  the  departments  from  which  the  panelists  received  degrees 
varied  considerably.  Categories  that  emerge  are  as  follows: 
Department N 


Nursing 

4 

4.7 

Theology 

3 

3.5 

Psychology 

21 

25 

Counseling/ 
Education 

25 

29.8 

Social  Work 

31 

37 

Total  84       100 

The  range  of  years  in  which  degrees  were  conferred  was  from  1953 
to  1980  with  1972  being  the  mean  year.  The  length  of  internship,  was 
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from  none  to  31  months  with  a  mean  of  8.96.  Forty  percent  had 
internships  lasting  a  year  or  more. 

Employment  data  were  provided  in  two  forms:  numerical  and 
written.  The  written  data  were  vague  and  did  not  produce  easily 
discernible  results.  One  such  item  was  the  job  title  which  produced 
53  individual  job  titles.  Community  mental  health  centers  are  rela- 
tively independent  agencies  in  the  way  they  are  conceived  and  ori- 
ginally staffed,  which  may  account  for  the  diversity  of  job  titles  used. 
Virtually  all  titles  indicated  clinical  activity  or  clinically-related 
supervisory  responsibility.  A  second  area  of  difficulty  was  the  item 
requesting  the  area  of  specialty  in  the  center.  The  item  was  intended 
to  elicit  the  area  of  services  required  by  the  Federal  Government  in 
which  the  panelist  worked.  It  was  poorly  stated  and  evoked  both  gen- 
eral and  specific  interest  areas  in  mental  health.  More  successful 
were  the  questions  with  numeric  data.  The  years  of  employment  as  a 
full-time  counselor  ranged  from  the  minimum  of  2  to  14  with  a  mean 
of  8.57  years.  The  percent  of  current  time  allocated  to  counseling 
was  spread  evenly  and  widely  over  the  entire  possible  range  with  a 
mean  of  49.9%.  The  mean  amount  of  time  allotted  for  consultation  and 
education  activities  was  18.8%.  Three  panelists  commented  that  this 
was  a  specialty  job  which  was  done  only  by  those  employed  in  the  con- 
sultation and  education  division. 

The  clients  served  by  the  panelists  averaged  28.7%  rural,  42% 
urban,  and  22%  suburban.  This  totals  more  than  100%  because  of  the 
form  in  which  the  data  were  reported.  The  mean  client  estimated 
annual  income  was  $9102  and  ranged  from  a  low  of  $1032  to  a  high  of 
$28,000. 
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The  panelists  were  asked  to  rate  themselves  on  two  variables  on 
a  seven-point  Likert-type  scale.  Both  ratings  were  relatively  positive. 
The  self -ratings  of  the  panelists'  expertise  on  the  topic  produced  a 
mean  of  6.061.  The  panelists'  estimated  understanding  of  the  study 
produced  a  mean  of  5.482. 

Response  Profile 

A  total  of  69  panelists  responded  to  the  RIQ  before  the  Round  Two 
Questionnaire  (RIIQ)  was  mailed  signalling  the  end  of  the  first  round. 
This  yielded  a  return  rate  of  67%  and  was  well  over  the  necessary 
number  of  respondents  [25-50]  needed  for  the  study  of  complex  social 
problems  in  policy  Delphi  studies  suggested  by  Linstone  and  Terroff 
(1975).  Eighteen  of  the  panelists  made  comments  of  a  general  nature 
beyond  the  addition  of  new  items.  Most  of  the  comments  questioned  the 
inclusion  of  various  categories  of  items  which  were  seen  as  specialty 
areas.  These  areas  include:  personnel  functions,  administration, 
research  and  evaluation,  assessment,  mental  health  education,  and 
supervision  and  training  functions.  The  data  generally  coincided  with 
the  comments  of  the  first  round.  Other  comments  indicated  that  cer- 
tain areas  such  as  treatment  planning,  group  counseling,  family 
counseling,  and  mental  health  education  were  necessary  only  to  those 
counselors  who  were  assigned  corresponding  duties  via  job  description. 
A  few  panelists  questioned  the  validity  of  the  Carkhuff  scales  but 
did  not  conceptually  object  to  the  element  they  proposed  to  measure. 

After  review  and  refinement,  as  detailed  in  Chapter  III,  424  state- 
ments were  placed  by  the  computer  on  the  RIIQ.  Six  items  on  the  RIQ 
were  rejected  by  a  rate  above  70%  and  were  dropped  from  the  study. 
They  were: 
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AD02  Ability  to  write  and  monitor  budget  and  bookkeeping 
procedures  and  approve  expenditures. 

AS18  Ability  to  select  and  administer  intelligence  tests. 

AS19  Ability  to  select  and  administer  interest  tests. 

AS20  Ability  to  select  and  administer  aptitude  tests. 

AS21  Ability  to  select. and  administer  psychomotor  tests. 

EF04  Ability  to  establish  data  analysis  methodology  for 
research/evaluation  design. 
The  RIIQ  had  a  return  rate  of  78.8%  with  76  of  the  103  question- 
naires returned  before  the  mailing  of  the  Round  Three  Questionnaire, 
signalling  the  end  of  the  second  round.  Twelve  of  the  panelists  made 
comments  on  the  RIIQ.  Most  of  the  comments  were  item-specific  and  are 
included  in  the  Minority  Report  (see  Chapter  V)  where  pertinent  to 
the  final  results  of  the  study.  A  few  comments  pertained  to  a  pro- 
gramming error  in  the  Intervention  Strategies  category.  The  correction 
required  the  addition  of  two  distinct  items  bringing  the  total  RIIIQ 
statement  to  427.  The  median  and  first  and  third  quartiles  for  each 
item  were  computed  and  printed  beside  the  item  on  the  RIIIQ  {Appendix 
L). 

The  RIIIQ  was  returned  before  final  tabulation  by  74  panelists 
or  71.8%  of  those  selected  respondents.  There  were  56  panelists  that 
commented  on  Round  III  which  represented  75.7%  of  the  Round  III 
respondents.  Comments  were  item-specific  and  are  discussed  in  the 
Minority  Report  where  they  pertain  to  the  study  objective  (see 
Chapter  V). 

The  responses  to  each  round  and  each  combination  of  rounds  were 
tabulated  because  nonrespondents  were  not  eliminated  from  the  study. 
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One  panelist  responded  only  to  RIIQ  and  two  responded  only  to  RIIIQ. 
Of  those  that  answered  only  two  rounds,  nine  answered  Rounds  I  and 

II,  five  answered  Rounds  I  and  III,  and  eleven  answered  Rounds  II  and 

III.  There  were  56  panelists,  or  54.4%,  who  answered  all  of  the 
rounds.  This  is  still  above  the  upper  limit  suggested  by  Linstone 
and  Turoff  (1975)  as  needed  for  this  type  of  Delphi  study. 

Statements  Identified  as  High  Priority 

A  computerized  matrix  was  plotted  for  all  statements  in  the  RIIIQ 
using  medians  and  interquartile  ranges  as  x  and  y  axes,  respectively. 
As  predicted  by  Delphi  theorists,  there  was  a  natural  separation 
between  sets  of  items.  Two  distinct  sets  of  statements  were  clearly 
distinguishable  as  being  of  high  importance  with  relative  consensus. 
The  sets  are  statistically  identifiable  and  indicate  two  levels  of 
high  priority  items  with  high  medians  and  low  interquartile  ranges. 
The  highest  priority  items  (see  Table  1)  had  medians  of  7  and  inter- 
quartile ranges  from  0  to  1 .  There  are  76  statements  that  comprise 
the  list  of  top  level  generic  knowledge,  skills,  and  abilities  needed 
by  mental  health  counselors  (Appendix  N).  The  secondary  level  set  of 
items  (see  Table  2)  has  medians  of  6  and  above  and  interquartile 
ranges  of  1  and  1.5.  These  secondary  level  generic  knowledge,  skills, 
and  abilities  needed  by  mental  health  counselors  numbered  88  state- 
ments (Appendix  0). 

Of  the  22  categories  which  were  used  in  the  study,  thirteen 
had  items  in  the  top  priority  set  of  items  and  fifteen  had  items 
in  the  secondary  priority  set.  Ten  categories  had  items  in  both. 
Appendix  P  lists  the  statements  by  category. 
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Table  1 
High  Priority  Items  with  Median  and  Interquartile  Range 


Item 

Median 

Range 

Item 

Median 

Range 

AS  32 

7.0 

0.00 

C031 

7.0 

1.00 

AS34 

7.0 

0.00 

C040 

7.0 

1.00 

CO  2 

7.0 

0.00 

C041 

7.0 

1.00 

CO  8 

7.0 

0.00 

C042 

7.0 

1.00 

COlO 

7.0 

0.00 

CS  1 

7.0 

1.00 

C036 

7.0 

0.00 

FC  5 

7.0 

1.00 

HB35 

7.0 

0.00 

GC18 

7.0 

1.00 

IP  2 

7.0 

0.00 

HB  6 

7.0 

1.00 

LE  1 

7.0 

0.00 

HB  7 

7.0 

1.00 

LE  2 

7.0 

0.00 

IC  1 

7.0 

1.00 

RE  1 

7.0 

0.00 

IP  1 

7.0 

1.00 

C016 

7.0 

0.50 

IP  3 

7.0 

1.00 

C032 

7.0 

0.50 

IP  4 

7.0 

1.00 

RE14 

7.0 

0.75 

IP  5 

7.0 

1.00 

AS  9 

7.0 

1.00 

IP  6 

7.0 

1.00 

AS24 

7.0 

1.00 

IP  8 

7.0 

1.00 

AS26 

7.0 

1.00 

IPll 

7.0 

1.00 

CO  1 

7.0 

1.00 

IP16 

7.0 

1.00 

CO  3 

7.0 

1.00 

IP18 

7.0 

1.00 

CO  4 

7.0 

1.00 

IP19 

7.0 

1.00 

CO  5 

7.0 

1.00 

IS  8 

7.0 

1.00 

CO  7 

7.0 

1.00 

ISIO 

7.0 

1.00 

CO  9 

7.0 

1.00 

IS13 

7.0 

1.00 

con 

7.0 

1.00 

IS14 

7.0 

1.00 

CO!  2 

7.0 

1.00 

LE  3 

7.0 

1.00 

C014 

7.0 

1.00 

LE  5 

7.0 

1.00 

C015 

7.0 

1.00 

LE  6 

7.0 

1.00 

C018 

7.0 

1.00 

LE  7 

7.0 

1.00 

C020 

7.0 

1.00 

LE  8 

7.0 

1.00 

C030 

7.0 

1.00 

LE18 

7.0 

1.00 
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Table  l--Continued. 


Item 

Median 

Range 

LE24 

7.0 

1.00 

RE  2 

7.0 

1.00 

RE  8 

7.0 

1.00 

RR  3 

7.0 

1.00 

RR  4 

7.0 

1.00 

RR  5 

7.0 

1.00 

RR  9 

7.0 

1.00 

TP  1 

7.0 

1.00 

TP  7 

7.0 

1.00 

TP  8 

7.0 

1.00 

TPIO 

7.0 

1.00 

TPll 

7.0 

1.00 

TP13 

7.0 

1.00 

TP14 

7.0 

1.00 

TP19 

7.0 

1.00 
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Table  2 
Second  Priority  Items  with  Medians  and  Interquartile  Ranges 


Item 

Median 

Range 

Item 

Median 

Range 

IC  4 

6.5 

1.00 

HB13 

6.0 

1.0 

ASIO 

6.0 

1.00 

HB15 

6.0 

1.0 

ASH 

6.0 

1.00 

HB16 

6.0 

1.0 

AS13 

6.0 

1.00 

HB17 

6.0 

1.0 

ASH 

6.0 

1.00 

HB21 

6.0 

1.0 

AS23 

6.0 

1.0 

HB22 

6.0 

1.0 

AS29 

6.0 

1.0 

HB24 

6.0 

1.0 

AS38 

6.0 

1.0 

HB27 

6.0 

1.0 

CO  6 

6.0 

1.0 

HB28 

6.0 

1.0 

C017 

6.0 

1.0 

'  IPIO 

6.0 

1.0 

C019 

6.0 

1.0 

IP14 

6.0 

1.0 

C024 

6.0 

1.0 

IP15 

6.0 

1.0 

C035 

6.0 

1.0 

IP17 

6.0 

1.0 

C037 

6.0 

1.0 

IS  5 

6.0 

1.0 

CS   3 

6.0 

1.0 

IS  6 

6.0 

1.0 

CS  7 

6.0 

1.0 

IS  7 

6.0 

1.0 

CS  9 

6.0 

1.0 

ISll 

6.0 

1.0 

CS17 

6.0 

1.0 

IS12 

6.0 

1.0 

FC  1 

6.0 

1.0 

IS!  5 

6.0 

1.0 

FC  2 

6.0 

1.0 

IS16 

6.0 

1.0 

FV  1 

6.0 

1.0 

IS18 

6.0 

1.0 

GC  1 

6.0 

1.0 

IS19A 

6.0 

1.0 

GC  3 

6.0 

1.00 

IS21 

6.0 

1.0 

GC  6 

6.0 

1.00 

IS26 

6.0 

1.0 

GCIO 

6.0 

1.00 

IS32 

6.0 

1.0 

GC14 

6.0 

1.0 

IS35 

6.0 

1.0 

GC15 

6.0 

1.0 

IS38 

6.0 

1.0 

GC16 

6.0 

1.0 

IS41 

6.0 

1.0 

GC17 

6.0 

1.0 

IS43 

6.0 

1.0 

HB  2 

6.0 

1.0 

IS44 

6.0 

1.0 

Table  2— Continued. 


no 


Item 

Median 

Range 

LEI  9 

6.0 

1.0 

PP  4 

6.0 

1.0 

PP18 

6.0 

1.0 

PP19 

6.0 

1.0 

RE  3 

6.0 

1.0 

RE  7 

6.0 

1.0 

RE  9 

6.0 

1.0 

RE10 

6.0 

1.0 

RET  3 

6.0 

1.0 

RR12 

6.0 

1.0 

RR13 

6.0 

1.0 

SC  1 

6.0 

1.0 

SC  2 

6.0 

1.0 

ST  6 

6.0 

1.0 

TP  9 

6.0 

1.0 

TP17 

6.0 

1.0 

TP18 

6.0 

1.0 

AS31 

6.0 

1.5 

C028 

6.0 

1.5 

FC  4 

6.0 

1.5 

GC  2 

6.0 

1.5 

HB32 

6.0 

1.5 

HB36 

6.0 

1.5 

IS39 

6.0 

1.5 

LE23 

6.0 

1.5 

SC  9 

6.0 

1.5 

TP  5 

6.0 

1.5 

TP  6 

6.0 

1.5 

in 


Table  3 
Categories  with  High  Priority  Items 


Priority 

Code 

Number  of  Items 

Top  Level  Priority 

Assessment 

AS 

5 

General  Counseling 

CO 

23 

Consultation 

CS 

1 

Family  Counseling 

FC 

1 

Group  Counseling 

GC 

1 

Human  Behavior 

HB 

3 

Individual  Counseling 

IC 

2 

Intake  Procedures 

IP 

11 

Intervention  Strategies 

IS 

4 

Legal  and  Ethical  Standards 

LE 

9 

Referral 

RE 

4 

Recordkeeping  and  Report  Writing 

RR 

4 

Treatment  Planning 

TP 

8 

Secondary  Level  Priority 

Assessment 

AS 

8 

General  Counseling 

CO 

7 

Consultation 

CS 

4 

Family  Counseling 

FC 

3 

Group  Counseling 

GC 

9 

Human  Behavior 

HB 

12 

Intake  Procedures 

IP 

4 

Intervention  Strategies 

IS 

18 

Legal  and  Ethical  Standards 

LE 

2 

Primary  Prevention 

PP 

3 

Referral 

RE 

5 

Recordkeeping  and  Report  Writing 

RR 

2 

Service  Continuity 

SC 

3 

Supervision  and  Training 

ST 

1 

Treatment  Planning 

TP 

5 
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Round  Comparisons 

The  changes  in  response  patterns  from  Round  II  and  III  were 
computed.  The  change  in  medians  from  one  round  to  the  next  was  rela- 
tively little  with  50  changes  (11.7%).  The  median  was  raised  by  one 
point  in  36  items,  raised  by  .5  in  eight  items,  lowered  by  .5  in 
five  items,  and  lowered  by  one  in  one  item.  The  interquartile  ranges 
for  Round  III  were  less  than  or  equal  to  the  ranges  for  Round  II  in 
all  cases.  Out  of  29,332  individual  tabulated  responses  to  Round  III, 
78.4%  were  unchanged  from  Round  II,  9.6%  were  raised  by  one,  and  6.3% 
were  lowered  by  one.  This  indicated  that  while  there  was  some  adjust- 
ment to  scores  on  the  third  round,  opinions  remained  stable,,  and  the 
adjustments  were  a  part  of  achieving  greater  consensus  as  reflected 
in  a  slight  narrowing  of  the  interquartile  range. 


CHAPTER  V 
; DISCUSSION 

The  development  of  mental  health  counseling  as  a  profession  has 
been  hampered  by  the  lack  of  definition  and  concrete  identity  that  has 
likewise  retarded  all  mental  health  professions.  This  difficulty  in  . 
meaningfully  describing  mental  health  counseling  has  been  compounded 
by  years  of  low  motivation  to  place  delimiters  on  the  scope  of  any 
mental  health  profession  and  the  enormous  growth  of  information, 
specialties,  techniques,  and  common  knowledge  in  mental  health.  Moves 
toward  accountability  measures  in  human  services  renewed  interest  in 
credential ing  which,  in  turn,  created  new  pressures  to  not  only  de- 
fine the  mental  health  counselor  role,  but  to  do  it  by  creating  a 
broadly  accepted  practice  standard  that  is  measurable  in  behavioral 
terms  for  testing.  This  enormous  task  could  only  be  accomplished 
through  a  series  of  investigations  aimed  at  discovering  the  important 
basic  elements  that  comprise  competence  in  the  mental  health  counselor 
and  measuring  those  elements.  This  study  was  a  part  of  that  effort. 
It  utilized  three  rounds  of  Delphi  Technique  questionnaires  to 
comprehensively  review  information  in  the  field  and  to  identify 
highly  agreed  upon  important  generic  elements  of  counselor  competence. 
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Majority  Report 

The  question  that  the  study  was  designed  to  investigate  was: 

What  are  the  generic  professional  and  technical  knowledge, 
skills,  and  abilities  needed  by  mental  health  counselors 
for  adequate  performance  in  community  agency  settings? 

From  a  third  round  consideration  of  427  individual  statements  and 
applied  statistical  method,  high  priority  knowledge,  skills,  and 
abilities  were  differentiated  from  those  of  low  priority  by  showing 
both  a  high  median  importance  rating  and  high  agreement  indicated  by 
a  low  interquartile  range.  The  results  of  the  study  revealed  two  dis- 
tinct levels  of  high  priority  statements.  Both  levels  contain  164 
statements  and  are  presented  in  Appendices  N  and  0  in  order  of  priority. 
Appendix  P  lists  the  statements  by  alphabetized  category  in  the  appro- 
priate level  of  priority.  The  following  is  a  discussion  of  the  content 
of  the  top  and  secondary  level  priority  statements  by  domain  and 
category. 

Preparation 

The  domain  of  Preparation  was  conceived  to  be  an  aggregate  of  pre- 
service  competencies  required  of  a  mental  health  counselor.  It  was 
weighted  toward  knowledge  of  elements  that  are  generally  a  part  of 
training  in  counseling.  It  has  five  categories:  Human  Behavior,  Inter- 
vention Strategies,  Primary  Prevention,  Legal  and  Ethical  Standards, 
and  Research  and  Evaluation  Methods.  One  of  the  categories.  Research 
and  Evaluation  Methods,  had  no  statements  that  were  of  agreed  high 
importance  and  is  not  discussed  here. 

The  category  of  Human  Behavior  had  fifteen  statements  seen  as 
high  priority,  three  of  which  were  top  level  priorities.  Knowledge  of 
verbal  and  nonverbal  attending  behaviors,  the  differences  between 
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cognitive  and  affective,  and  the  self-knowledge  of  the  counselor's 
own  values,  reactions,  and  ambitions  as  they  impact  on  counseling 
were  assigned  the  utmost  importance.  Another  self -awareness  of  second- 
ary level  importance  was  the  effects  of  the  counselor's  image  and 
appearance  in  counseling.  Knowledge  at  the  secondary  level  included 
common  defense  mechanisms,  sexual  transitions  and  stages,  and  common 
personality  types  or  patterns.  Definitions  and  concepts  of  psycho- 
pathology,  major  types  of  stress,  observable  indications  of  client 
stress,  and  the  effects  of  stress  on  counseling  were  important  knowl- 
edge. Other  effects  the  counselor  should  have  knowledge  of  are  those 
stemming  from  poverty  and  discrimination  and  long-term  institutionaliza- 
tion. Counselors  need  knowledge  of  a  system  of  personality  development 
and  the  impact  on  development  of  diverse  cultures,  values,  ethnicity,  arid 
economic  backgrounds. 

Intervention  Strategies  had  four  top  level  elements  including 
knowledge  of  abnormal  behavior  or  psychopathology  and  the  personal 
rationale  of  counseling  underlying  one's  approach  to  the  counseling 
interview.  The  abilities  to  use  both  open-ended  questioning  and  clarifi- 
cation statements  were  also  top  priorities.  Of  the  eighteen  secondary 
level  priorities,  seven  other  technical  abilities  emerged.  They  were 
the  use  of  restatement  or  paraphrasing  to  mirror  the  cognitive  or 
affective  content  of  client  statements,  use  of  probing  statements,  use 
of  silence,  minimal  encouragers,  confrontation,  and  feedback  on  non- 
verbal behaviors;  in  addition,  the  ability  to  adapt  intervention  tech- 
niques to  different  situations  was  important.  A  number  of  general 
knowledge  areas  emerged,  such  as  various  types  of  groups  and  their 
differences,  behaviors  and  skills  which  enhance  counselor  effectiveness. 
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similarities  and  differences  among  individual,  family,  and  group,  the 
limits  of  psychotherapy,  the  therapeutic  effects  of  commonly-used 
chemotherapeutic  agents,  and  factors  of  human  development  (biological, 
motivational,  needs,  etc.).  Some  necessary  knowledge  requirements 
were  related  to  theory  such  as  knowledge  of  life-span  development 
theory,  psychodynamic  theory,  and  crisis  intervention  theory.  Ability 
to  assume  various  theoretical  positions  and  use  various  theoretical 
techniques  was  also  important. 

Under  the  Primary  Prevention  category,  only  three  items  were 
selected  as  important  at  the  secondary  level;  none  at  the  first  level. 
Knowledge  of  stress  management  techniques  was  one  item  identified.  Two 
acknowledged  abilities  dealt  with  addressing  groups:  facilitating 
audience  participation  in  public  address  and  communicating  effectively 
to  groups  at  various  levels  of  sophistication. 

Legal  and  Ethical  Standards  was  an  area  in  the  Preparation  Domain 
with  a  relatively  high  concentration  of  high  priority  statements. 
There  were  nine  in  the  top  level  and  two  in  the  secondary  level.  Top 
priority  ethics  knowledge  included  standards  of  professional  conduct, 
the  levels  of  confidentiality  expected  of  mental  health  counselors,  and 
ethical  problems  that  confront  counselors  in  professional  conduct, 
selection  of  intervention  techniques,  and  group  counseling.  Knowledge 
of  importance  in  legal  areas  were  laws  on  privileged  communication, 
privacy  rights,  rights  to  treatment  and  to  refuse  treatment,  and  laws 
governing  access  to  case  records.  Secondary  level  items  were  knowledge 
of  ethics  of  interprofessional  relations  and  laws  governing  involuntary 
hospitalization. 
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Client  Services 

Client  Services  is  the  domain  in  which  the  activities  of  the 
counselor  have  direct  impact  on  the  client.  When  not  an  activity  in 
which  the  client  is  a  participant,  the  activity  is  at  least  performed 
on  the  client's  behalf.  The  client  is  the  direct  beneficiary.  The 
twelve  categories  of  information  in  this  domain  are:  Intake  Procedures, 
Assessment,  Treatment  Planning,  General  Counseling,  Individual  Counsel- 
ing, Group  Counseling,  Family  Counseling,  Referral,  Follow-up,  Service 
Continuity,  Consultation,  and  Mental  Health  Education.  The  final 
category.  Mental  Health  Education,  had  no  priority  statements  at 
either  level. 

The  first  level  priority  statements  in  the  Intake  Procedures  con- 
stituted a  majority  of  the  items  in  the  category  at  eleven  out  of 
eighteen.  There  were  four  secondary  level  statements.  Among  the  top 
level  statements  was  the  knowledge  of  the  essentials  of  history-taking, 
ability  to  define  the  client's  problem  and  determine  the  client's  need 
for  psychiatric  evaluation  or  psychological  testing,  and  determining  if 
the  client's  needs  are  better  met  by  another  agency.  Three  technical 
aspects  of  providing  the  intake  setting  were:  ability  to  demonstrate 
both  verbal  and  nonverbal  attending  behaviors,  generate  an  accepting 
atmosphere  for  establishing  rapport,  and. explore  beyond  information 
provided  by  the  client.  Four  other  abilities  were  related  in  that 
they  expose  the  client's  concern  or  problem.  They  were  the  ability  to 
identify  abrupt  shifts  in  conversation,  recurring  references,  notice- 
able omissions,  and  nonverbal  behaviors  of  the  client.  Level  two 
priority  statements  were  less  client-involved  in  that  they  did  not 
focus  on  the  process  of  extracting  client  information.  They  were  the 
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ability  to  discuss  services  with  the  client  to  reach  a  usage  decision, 
to  orient  the  client  and/or  family  to  procedures,  and  to  record 
impressions  from  intake  interviews.  Knowledge  of  indications  and 
contraindications  for  assessment  were  also  a  second  level  priority. 

Another  area  that  was  critical  to  counselors  was  Treatment  Plan- 
ing. In  this  area,  top  level  knowledge  included  information  necessary 
to  come  to  a  diagnosis  or  dynamic  formulation,  diagnostic  signs  and 
symptoms  of  psychopathology,  and  the  steps  to  develop  a  full  treatment 
plan.  Abilities  that  were  vital  were  generating  a  working  hypothesis 
from  a  comprehensive  conceptualization  of  the  case  and  presenting 
organized  client-related  information  to  a  case  conference.  The  ability 
to  determine  remedial  or  therapeutic  goals  for  the  client,  to  develop 
treatment  plans  with  the  client,  and  to  solicit  the  client's  coopera- 
tion and  commitment  were  also  top  level  abilities.  Secondary  level 
abilities  were  to  conceptualize  a  case  from  different  theoretical 
frameworks,  diagnose  or  label  mental  health  problems,  delineate  cri- 
teria indicative  of  goal  achievement,  and  design  a  sequence  of  ac- 
tivities to  be  followed  in  reaching  client  goals.  Also,  knowledge  of 
the  effect  of  long-term  drug  use  was  identified. 

The  number  of  items  in  the  category.  General  Counseling,  was  as 
large  as  expected.  Technique  abilities  included  selection  and  justifi- 
cation of  techniques,  matching  techniques  to  personal  abilities,  and 
judging  when  they  are  meaningful  and  appropriate  to  the  client.  Some 
technical  abilities  were  keeping  appointments  on  time,  establishing 
mutually  acceptable  goals,  facilitating  expression  of  feelings  and 
reality-based  feedback,  fostering  client  responsibility,  independence 
and  self-sufficiency,  and  recognizing  client  defense  mechanisms.  The 
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ability  to  recognize  when  the  counselor's  personal  feelings  have  been 
tapped  by  the  interaction  with  the  client  and  knowledge  of  the  steps 
for  terminating  a  therapeutic  relationship  were  also  top  level  pri- 
orities. Top  level  skills  included. providing  empathetic  understanding, 
communicating  respect  for  the  client's  individual  integrity,  con- 
creteness  of  expression,  communicating  genuineness,  appropriate  self- 
disclosure,  confrontation,  demonstrating  interest  in  the  client's 
problem,  demonstrating  awareness  of  content  and  feeling  in  counseling, 
expressing  clearly  thoughts  and  feelings,  demonstrating  self-confidence 
in  establishing  counseling  relationships,  and  being  relaxed  and  com- 
fortable in  the  counseling  session.  All  skills  were  expected  at  above 
average  levels  on  common  scales. 

Secondary  level  General  Counseling  skills  were:  demonstrating 
flexibility  in  verbal  behavior  and  demonstrating  relative  spontaneity. 
Also  important  was  the  ability  to  structure  the  counseling  interview. 
Secondary  level  knowledge  included  behavioral  contracting,  transference 
and  countertransference  issues,  the  different  effects  of  short-  and 
long-term  therapy,  and  the  common  goals  and  core  practices  of  mental 
health  counseling  regardless  of  academic  or  environmental  training. 

Individual  Counseling  had  two  statements  deemed  essential --one  at 
each  level.  At  the  top  level  was  the  ability  to  assist  a  client 
through  a  crisis  moment.  The  secondary  level  had  the  knowledge  of 
local  resources  to  augment  counseling. 

The  ability  to  explain  confidentiality  and  role  expectations  to 
group  members  was  the  only  statement  of  a  top  priority  in  the  Group 
Counseling  category.  Secondary  priorities  included  several  technical 
abilities  such  as:  the  ability  to  help  the  group  plan  a  structure  with  » 
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goals  and  limits  and  clearly  define  the  structure;  foster  leadership 
and  trust-building  relationships;  assist  in  learning  effective  inter- 
personal behavior  and  build  group  cohesion;  and  negotiate  contracts 
with  group  members.  Identified  knowledge  were  basic  concepts  of  group 
dynamics  and  various  group  intervention  theories. 

The  top  priority  in  Family  Counseling  was  the  ability  to  accept 
family  decisions  differing  with  the  counselor's  values.  Secondary 
level  statements  involved  knowledge  of  various  family  intervention 
theories,  knowledge  of  the  effects  on  the  family  system  of  the  institu- 
tionalization of  a  member.  The  secondary  level  ability  was  to  counsel 
the  family  unit  to  improve  the  functioning  of  the  identified  client  or 
the  whole  family. 

In  Referral,  the  top  level  priorities  are  concerned  basically  with 
events  between  counselor  and  client.  The  knowledge  of  the  counselor's 
own  limits  and  referral  indicators  and  the  ability  to  protect  the 
client's  rights  in  the  referral  process  were  two  important  elements. 
Two  others  were  the  ability  to  prepare  the  client  for  a  transition  by 
discussing  the  rationale  and  the  ability  to  attend  to  the  client's 
feelings  to  dispel  uncertainty.  Secondary  level  elements  reflected 
more  technical  concerns.  Some  were  the  ability  to  provide  the  receiv- 
ing agency  with  necessary  client  information  and  interpret  client  needs, 
ability  to  prepare  the  client  by  discussing  possible  choices  in  re- 
source and  treatment  and  possible  risks,  and  knowledge  of  specialties 
and  training  of  related  disciplines. 

Two  categories  had  no  level  one  priority  statements.  Follow-up 
had  only  one  level  two  statement:  the  ability  to  establish  a  follow-up 
plan  for  terminated  and  referral  clients.  Service  Continuity  had  three 
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secondary  level  statements.  They  involved  the  abilities  of  making 
relevant  input  into  psychiatric  team  meetings,  facilitating  groups  of 
staff  or  clients  to  solve  problems  and  make  decisions  reflecting  the 
collective  wisdom,  and  functioning  as  a  client  advocate. 

Knowledge  of  the  counselor's  own  limitations  was  a  recurring 
theme.  In  Consultation,  it  was  combined  with  the  responsibility  to 
seek  and  provide  consultative  help  as  the  top  priority.  The  second 
level  priorities  were  knowledge  of  the  counselor's  role  in  consultation, 
ability  to  use  recommendations  in  consultation,  ability  to  identify 
consultation  goals,  and  the  ability  to  understand  common  techniques  and 
medical  terms  used  in  the  mental  health  setting. 

Support  Services 

The  final  domain  of  Support  Services  covers  the  activities  neces- 
sary to  the  continued  functioning  of  the  agency  which  employs  the 
counselor.  Of  the  five  categories  in  the  domain,  three  had  no  priority 
statements.  They  were  Administration,  Personnel  Functions,  and  Evalua- 
tion and  Research  Functions.  The  category.  Supervision  and  Training, 
had  one  item  identified  as  a  second  level  statement  but  no  first  level 
statements.  The  statement  was  the  ability  to  use  modeling  in  super- 
vision. 

Record  Keeping  and  Report  Writing  was  the  only  category  in  the 
Support  Services  domain  that  reflected  considerable  counselor  atten- 
tion. The  top  level  priority  statements  required  the  ability  to  write 
a  complete  intake  evaluation  and  maintain  on-going  written  records  of 
activity  and  progress.  Knowledge  of  the  essentials  of  charting 
client  progress  was  described  as  necessary  and  skill  at  providing 
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written  information  at  a  professional  level  was  required.  Secondarily, 
the  ability  to  make  records  and  reports  that  conform  to  the  agency's 
medical  records  system  and  provide  treatment  summary  information  in 
written  forms  for  case  associated  professionals  were  essential. 

Items  that  were  omitted  from  the  list  of  generic  knowledge,  skills, 
and  abilities  were  numerous  and  there  were  no  quickly  discernable 
themes  which  were  evidenced  by  their  rejection.  To  explore  such 
themes  required  methods  that  were  not  a  part  of  the  scope  of  this 
study.  However,  in  the  case  of  entire  categories  being  rejected,  a 
rather  obvious  theme  emerged  and  was  supported  by  a  number  of  indi- 
vidual comments  throughout  the  study.  The  categories  without  priority 
items  are  directly  related  to  areas  of  concern  for  which  specialists 
are  hired  in  community  mental  health  centers.  Counselors,  therefore, 
viewed  administrative,  educational,  and  evaluative  activities  as 
specialty  areas  and  not  of  generic  importance  to  professional  level 
counseling.  Appendix  Q  presents  a  listing  of  the  low  priority  items 
that  appeared  in  Round  III  of  the  study  by  alphabetized  categories. 

Minority  Report 

Comments  by  the  Delphi  panelists  on  specific  statements  were  re- 
corded throughout  the  study.  An  invitation  to  comment  on  the  third 
round  was  given  with  particular  attention  to  opinions  that  would  con- 
flict with  the  statistical  majority  opinion.  The  list  of  high  pri- 
ority statements  reflected  high  agreement,  and,  as  expected,  the  number 
of  dissenting  opinions  was  fairly  small.  Many  panelists  took  the 
opportunity  to  accentuate  the  importance  of  the  high  priority  items. 


On  the  Preparation  Domain,  the  only  comments  on  the  high  priority 
items  of  Human  Behavior  were  accented  by  several  counselors  as  the 
need  to  know  of  the  effects  of  poverty,  discrimination,  and  divergent 
cultures  on  personality  development.  The  case  was  only  slightly  more 
divergent  with  Primary  Prevention  where  two  items  brought  both  sup- 
portive and  dissenting  comments.  Stress  management  was  seen  by  most 
as  "an  essential  technique,  an  area  where  counselors  should  possess 
high  expertise,"  but  one  panelist  commented  that  it  was  a  specialty 
and  not  a  general  requirement.  Public  speaking  also  had  mixed  conments 
ranging  from  the  idea  that  it  was  necessary  to  all  staff  and  is  criti- 
cal to  community  understanding  and  acceptance  of  mental  health  services 
to  a  few  who  thought  of  it  as  nice  but  not  a  universal  or  essential  job 
expectation  for  counselors. 

Legal  and  Ethical  standards  comments  were  fairly  direct.  A  few 
counselors  thought  that  ethical  problems  of  professional  conduct,  ex- 
pected confidentiality,  and  selection  of  intervention  techniques  were 
generally  "over-the-heads"  of  the  counselor's  decision-making  ability. 
The  legal  issues  of  privileged  communication,  privacy  rights,  and 
access  to  case  records  were  thought  by  a  few  to  be  a  lesser  interest 
of  counselors  and  more  the  territory  of  legal  staff  members. 

In  Intervention  Strategies,  diversity  of  comments  was  the  rule. 
Items  that  drew  several  comments  were  those  dealing  with  the  need  to  know 
"various"  theories  and  techniques.  The  comments  emphasized  the  need  for 
diversity  and  knowledge  of  many  alternative  theoretical  positions;  how- 
ever, several  comments  reflected  the  reverse.  One  panelist  paraphrased, 
"To  thine  own  theoretical  position  be  true  and  thou  canst  be  false  to  any 
client."  Other  objections  included  psychopharmacology  as  psychiatric 
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knowledge,  use  of  silence  as  a  facilitative  technique,  knowledge  of 
human  development  factors  when  a  single  theory  of  human  development  is 
implied.  With  regard  to  types  of  groups,  one  commented  that  it  only 
applied  to  group  workers;  another  objected  to  "typing"  as  detrimental 
to  health. 

In  the  Client  Services  domain,  there  were  many  comments  from 
panelists.  In  Intake  Procedures,  several  counselors  questioned  the 
value  of  history-taking  and  thought  clients  should  define  their  own 
problems.  A  few  counselors  thought  techniques  for  exploring  beyond 
client-volunteered  information  were  unnecessary  or,  at  best,  too 
intuitive.  "The  appropriateness  of  an  agency's  services  is  the  client's 
decision,"  commented  one  panelist.  Another  panelist  viewed  recording 
the  interview  impressions  as  the  responsibility  of  only  a  certain  level  of 
mental  health  workers. 

Counselors  were  characteristically  cautious  about  the  Assessment 
category,  but  in  high  priority  areas,  they  showed  strong  agreement. 
Some  directors  objected  to  the  use  of  assessment  in  diagnosis,  etc., 
when  it  conflicted  with  theoretical  positions.  Responses  also  indi- 
cated that  some  thought  that  knowledge  of  signs  of  deterioration  seemed 
to  be  more  a  medical  role  and  that  knowledge  of  manifest  signs  of 
abnormal  behavior  presents  the  danger  of  "pigeon-holing"  otherwise 
normal  behaviors  in  specific  circumstances. 

Regarding  Treatment  Planning,  comments  centered  around  the  use  of 
diagnosis  and  goals  for  treatment  that  are  determined  at  the  exclusion 
of  the  client.  Several  counselors  thought  that  clients  set  the  goals 
and  success  indicators  of  therapy  and  that  it  is  inappropriate  for 
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professionals  to  design  treatment  plans  based  on  diagnostic  signs  and 
symptoms  of  psychopathology. 

One  of  the  most  commented-upon  statements  in  the  General  Counsel- 
ing category  was  the  ability  to  keep  appointments  on  time.  It  was 
called  too  trivial,  sometimes  impossible,  and  indicative  of  excessive 
concern  with  order  and  structure,  and  "a  given,  having  nothing  to  do 
with  ability."  Another  item  drawing  negative  reaction  was  knowledge 
of  client's  defense  mechanisms.  Expressions  were  that  it  was  dated 
terminology  and  "stylistic— not  related  to  therapeutic  powers."  Again, 
goal  setting  was  acknowledged  as  an  activity  in  which  to  involve  the 
client.  About  confrontation,  one  said  it  was  overrated  and  other  said, 
"Some  people  use  it  as  a  license  to  kill."  An  Individual  Counseling 
comment  was  that  clients  should  be  helped  to  discover  resources  that 
augment  counseling  as  opposed  to  the  counselor  having  the  knowledge. 

Of  Group  Counseling,  one  panelist  wrote,  "Group  counseling  is  an 
economical  way  to  try  to  help  people.  I  have  found  it  mostly  a  waste 
of  time."  About  group  theories,  one  said,  "You  must  have  flexibility. 
Either  you  know  about  group  treatment  or  you  don't."  Another  thought 
one  theory  was  enough.  The  use  of  behavioral  contracts  was  thought  by 
some  to  presuppose  a  particular  style  of  group  intervention.  One 
theory  of  family  counseling  was  thought  to  be  sufficient  by  one  com- 
mentator, and  there  was  one  contradiction  to  accepting  family  decisions 
differing  with  counselor  values  for  fear  of  a  direction  that  would  be 
contrary  to  the  client's  welfare. 

In  Consultation,  the  role  of  the  counselor  was  thought  to  be  an 
overly  complex  issue.  Regarding  the  understanding  of  common  techniques 
and  medical  terms,  one  panelist  wrote,  "Picky,  picky,  picky." 
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Service  Continuity  is  the  category  that  completes  the  Client 
Service  Domain  comments.  In  this  category,  two  items  generated  com- 
ment. Facilitating  collective  wisdom  problem-solving  was  seen  as  a 
classic  group  leadership  skill,  the  original  meaning  of  education,  and 
a  potential  "garden  path"  to  the  wrong  decision.  Client  advocacy  was 
hailed  by  some  as  freeing  the  client's  energy  to  deal  with  other  prob- 
lems and  cursed  by  others  as  running  the  client's  life  and  undermining 
self-sufficiency. 

Under  the  Support  Services  Domain,  only  three  items  from  the  list 
inspired  comment.  In  Supervision  and  Training,  modeling  was  accented 
as  the  most  helpful  and  useful  technique.  In  Record  Keeping  and  Report 
Writing,  two  items  were  questioned.  Writing  intake  evaluations  was 
the  role  of  a  therapist  as  opposed  to  a  counselor,  to  one  panelist. 
Another  found  conformity  to  the  agency  medical  records  system  irrele- 
vant to  the  skills  of  a  professional.  It  was  seen  as  being  too  picky 
for  a  certification  examination. 


CHAPTER  VI 
SUMMARY  AND  RECOMMENDATIONS 

The  stagnation  of  the  traditional  professions  in  mental  health 
with  respect  to  identification  of  a  scope  of  practice  and  performance 
standards  has  served  to  create  the  opportunity  for  the  entrance  of 
professionals  into  the  mental  health  field  from  a  variety  of  back- 
grounds. At  first,  these  professionals  performed  generalist's  func-  ; 
tions  that  contributed  to  client  and  human  development  and  were 
considered  areas  of  "overlap"  between  disciplines  until  the  functions 
which  primarily  revolved  around  counseling  became  so  distinct  as  to 
define  the  parameter  of  an  emerging  profession.  With  the  development 
of  the  human  potential  movement  and  new  theoretical  concepts,  the 
profession  was  given  a  literature  base.  What  remained  incomplete  was 
the  establishment  of  credential ing  procedures  based  on  a  recognized 
practice  standard:  the  same  point  of  stagnation  for  the  other 
professions. 

The  only  way  to  move  through  the  impasse  of  undefined  identity 
was  to  create  a  systematic  approach  to  definition  founded  in  the 
activities  of  the  profession.  The  activities  were  distinguished  by 
the  element  or  component  of  competence  necessary  to  perform  them. 
These  components,  when  measurable  and  necessary  levels  of  accomplish- 
ment are  applied  to  them,  differentiate  between  the  professions  and 
between  the  professional  and  the  nonprofessional.  This,  then,  sets 
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the  limits  of  the  profession,  the  definition  of  the  profession,  and 
the  practice  standard. 

The  task  of  developing  a  performance  standard  for  the  Mental 
Health  Counseling  profession  requires  a  comprehensive  review  of  the  . 
possible  components  of  professional  competence  to  select  those  that 
best  describe  the  profession  at  a  given  time.  Knowledge,  skills, 
abilities,  characteristics,  and  beliefs  of  professionals  are  components 
that  do  not  lend  themselves  to  quantification  by  observation  alone. 
A  consensus  has  to  develop  among  practitioners  about  the  important 
components  in  the  profession.  Such  a  consensus  often  incorporates 
value-laden  opinions,  and  care  must  be  taken  to  be  sure  that  the 
values  expressed  are  indicative  of  the  prevailing  opinions  of  the 
profession. 

This  study  produced  a  list  of  knowledge,  skill,  and  ability  com- 
ponents for  mental  health  counselors.  The  list  has  implications  for  / 
the  development  of  credentialing  procedures  and  the  articulation  of  a 
practice  standard.  Secondarily,  there  were  implications  for  profes- 
sional development  and  education.  Finally,  there  were  considerations 
regarding  method  and  output  that  were  generated  by  the  study. 

Credentialing 

The  new  directives  of  the  demand  for  accountability  in  credential- 
ing activities  have  created  unexpected  pressures  for  mental  health  pro- 
fessions which  are  complicated  by  the  development  during  the  years  of  , 
vaguely  defined  identities.  Two  such  developments  were  the  emphasis 
on  nonacademically  related  areas  of  counseling  expertise  and  the 
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introduction  of  the  paraprofessional  mental  health  worker.  The  focus 
on  nonacademic  aspects  of  counseling  moved  the  profession  away  from  a 
justifiable  affiliation  with  graduate  level  education  and  created  the 
setting  for  the  training  of  paraprofessional s  in  those  skills  areas 
which  had  formerly  been  the  property  of  professionals.  While  it  may 
have  been  unjust  to  train  workers  above  a  level  at  which  politics 
and  reality  would  allow  them  to  work.  Human  Service  programs  adopted 
curricula  of  professional  programs,  thus  confusing  the  already  ill- 
defined  role  and  activities  of  the  various  levels  of  mental  health 
workers. 

This  study  demonstrates  that  there  is  a  distinct  profession  of 
mental  health  counseling  that  is  recognizable  by  required  knowledge, 
skills,  and  abilities.  However,  it  also  shows  that  a  large  portion  of 
those  elements  do  not  readily  differentiate  the  professional  from  the 
nonprofessional.  This  must  be  considered  when  credentialing  procedures 
are  developed.  It  requires  systematic  investigation  of  the  assumed 
differences  between  levels  of  mental  health  workers.  This  is  especially 
important  to  the  mental  health  counseling  profession  because  the  gen- 
eral ist  functions  of  paraprofessional s  is  most  closely  related  and 
thus  most  threatening  to  mental  health  counseling.  Other  professions 
are  removed  somewhat  from  this  relation  by  their  years  since  establish- 
ment and  academically-related  areas  of  knowledge. 

Recommendations  for  future  credentialing  activities  which  are 
indicated  by  this  study  or  follow  as  a  result  of  this  study  are: 

1.  Knowledge,  skill,  and  ability  statements  that  were  produced 
by  the  study  and  are  measurable  should  be  separated  by 
committee  from  those  that  are  not,  and  procedures  should 
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be  designed  to  identify  the  necessary  components  of  those 
statements  that  were  too  generally  stated  to  measure. 

2.  A  very  similar  study  should  be  created  to  explore  the 
differing  and  common  components  of  importance  to  mental 
health  workers  below  the  professional  level. 

3.  All  measurable  statements  from  any  level  should  be  trans- 
lated into  a  competency  statement  under  a  standardized 

.     -   format  such  as  the  one  suggested  byTolsma  et  al .  (1977).   / 
A  standard  glossary  of  verbs  should  be  developed  which, 
when  used  interchangeably  with  the  competency  statements, 
would  describe  varying  levels  of  comprehension  and  competence. 
A  study  should  then  be  designed  to  develop  a  consensus  on 
the  appropriate  level  of  expertise  for  each  level  of  worker 
on  each  competency,  both  independent  and  overlapping. 

4.  The  interactive  effects  of  worker  characteristics  and  beliefs 
or  values  should  be  studied. 

5.  Measurement  procedures  should  be  developed  and  normed  for 
the  creation  of  a  credential ing  examination. 

Professional  Development 

Those  concerned  with  professional  development  and  professional 
education   have  an  ethical  responsibility  to  serve  the  needs  of  the 
profession  where  possible.  It  is  important  to  gain  periodic  insight 
into  what  is  meaningful  and  relevant  to  practicing  professionals  as 
well  as  what  is  less  valuable.  Commonly,  new  information  about  needs 
in  the  field  is  limited  to  a  selected  area  or  topic.  This  makes  it 
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difficult  to  gain  a  perspective  on  the  relative  imporatnce  of  new 
information  and  leaves  the  professional  educator  with  the  difficult 
decision  to  use  the  inforniation--perhaps  to  become  "trendy,"  or  not 
use  it— perhaps  to  be  outdated  by  relying  on  a  traditional  perspective. 

This  study  provided  a  broad  review  of  elements  described  as 
important  in  the  literature.  Some  of  them  were  confirmed  while  others 
were  not.  Noticeably,  there  was  a  devaluing  of  research  and  evalua- 
tion activities  which  are  basic  to  graduate  level  education.  Other 
omissions  are  important  as  well.  The  study  provided  a  comprehensive 
examination  of  the  knowledge,  skills,  and  abilities  important  to  mental 
health  counselors  and  is  indicative  of  the  current  balance  of  useful- 
ness those  elements  have  in  the  practitioner's  world. 

The  following  are  recommendations  for  professional  development  and 
education  regarding  the  study's  results: 

6.  Educators  should  consider  the  lists  of  knowledge,  skills, 
and  abilities  that  have  both  high  and  low  priorities  when 
reviewing  mental  health  counseling  curriculum. 

7.  Changes  considered  for  professional  preparation  programs 
should  reflect  the   balance  of  interests  indicated  in  the 
study.  This  is  not  intended  as  a  dictation  of  curriculum 
but  as  a  guideline  of  realistic  interests  in  the  field 
feedback. 

8.  Results  should  be  used  as  an  estimate  of  the  current  state 
of  the  art  in  planning  future  professional  development  and 
determining  professional  goals. 
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The  Study  of  Knowledge.  SkiTls.  and  Abilities 

The  operation  of  virtually  any  study  brings  new  questions  or 
ideas  into  being  that  bear  on  the  performance  of  that  or  similar 
studies.  The  same  is  true  for  this  study.  The  following  are  recom- 
mendations for  further  exploration: 

9.  Replication  of  the  study  should  be  done  to  establish 
various  level  differences  and  confirm  professional  level 
knowledge,  skills,  and  abilities  periodically. 

10.  These  data  and  data  from  other  studies  should  be  compared 
to  explore  differences  in  scoring  due  to  the  training 
background  of  respondents. 

11.  Further  procedures  such  as  cross-impact  analysis  of 
results,  should  be  considered  in  future  studies  to  dis- 
cover interactive  effects  and  to  refine  components. 

12.  Similar  studies  should  be  conducted  through  computer 
systems  to  panelists  at  remote  terminals  to  enhance  infor- 
mation exchange,  clarify  meanings  and  opinions,  and 
streamline  the  process,  allowing  more  rounds  and  more 
refined  results  without  more  panel  time  commitments. 


APPENDIX  A 
MESSINA  SELECTION  LETTER 


Executive  Director 

Community  Mental  Health  Agency 

Street 

City     State      Zip 

Dear  Director: 

As  you  may  already  know,  the  American  Mental  Health  Counselors 
Association  has  been,  for  the  past  four  years,  a  principle  advocate 
for  mental  health  counselors.  As  such  AMHCA  has  been  involved  in 
credential ing  as  a  major  issue  of  mental  health  professionals.  The 
Department  of  Health,  Education,  and  Welfare,  after  extensive  studies, 
has  chosen  voluntary  national  level,  competency-based  certification 
as  the  most  desirable  course  for  the  future  of  credential ing  in  all 
allied  health  professions.  The  National  Council  of  Health  Certifying 
Agencies  has  set  guidelines  for  the  development  of  national  certifica- 
tion programs  to  protect  the  interests  of  the  professions  and  public 
alike.  AMHCA  has  followed  these  guidelines  in  sponsoring  the  now 
independent  National  Academy  of  Certified  Clinical  Mental  Health 
Counselors.  The  NACCMHC  is  now  in  the  process  of  developing  a 
competency-based  examination  for  certification,  and  identifying  the 
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knowledges,  skills,  and  abilities  needed  by  mental  health  counselors 
is  an  essential  part  of  this  effort.  A  project  for  the  identification 
of  these  components  essential  to  adequate  practice  has  been  developed 
and  Dan  Corley  has  been  selected  as  monitor  of  the  project. 

The  project  will  be  a  Delphi  study  where  a  select, panel  of  mental 
health  counselors  will  review  knowledge,  skill ,  and  ability  statements 
on  three  questionnaires  moving  toward  a  Consensus  of  opinion.  Because 
of  the  variety  of  services,  clientele,  and  disciplines  working  in 
community  mental  health  centers,  counselors  in  these  centers  were 
chosen  as  the  most  appropriate  panel  members.  It  is  crucial  that 
this  study  obtain  the  best  panel  possible,  therefore,  we  ask  for  your 
help  in  the  selection  process.  We  ask  that  after  reviewing  the 
enclosed  letter  of  invitation  you  will  present  it  to  one  counselor 
on  your  staff  that  you  deem  best  qualified  for  participation  in  the 
project.  The  counselor  should  hold  an  earned  master's  degree  in  a 
discipline  related  to  mental  health  and  at  least  two  years  of  full- 
time  employment  as  a  mental  health  counselor.  We  hope  that  in  for- 
seeing  the  long  range  benefits  of  this  work  to  your  center  you  will 
allow  the  short  time  it  will  take  your  counselor  to  participate  to  be 
considered  staff  development  time  thus  supporting  our  efforts. 

I  deeply  appreciate  your  attention  and  cooperation  in  this  matter. 
If  you  would  like  a  personal  copy  of  the  results  of  the  study,  just 
indicate  on  the  enclosed  reply  card.  Your  comments  and  inquiries  are 
Invited. 

Sincerely, 


Jim  Messina 
Chairperson,  NACCMHC 
Past-President,  AMHCA 


APPENDIX  B 
MESSINA  INVITATION  TO  PARTICIPATE  LETTER 

Dear  Colleague: 

The  National  Academy  of  Certified  Clinical  Mental  Health 
Counselors  is  involved  in  a  project  that  will  impact  the  future 
of  credential ing,  training,  and  employment  in  all  areas  of  mental 
health.  The  project  is  the  construction  of  a  competency-based 
certification  examination.  As  a  part  of  this  project  the  NACCMHC 
is  sponsoring  a  study  to  identify  the  professional  and  technical 
knowledges,  skills,  and  abilities  that  are  needed  by  mental  health 
counselors  for  adequate  job  performance.  You  have  been  selected  as 
the  counselor  in  your  center  best  qualified  to  participate  in  this 
important  work. 

The  study  will  employ  a  Delphi  technique  which  is  three  rounds 
of  questionnaires  each  built  on  the  one  preceding  it.  The  technique 
will  allow  all  who  participate  on  the  Delphi  panel  the  opportunity 
to  review,  create,  and  critique  statements  of  essential  knowledges, 
skills,  and  abilities  needed  by  mental  health  counselors.  Each 
questionaire  will  report  the  results  of  the  preceding  round.  The 
end  product  will  be  a  refined  list  of  components  of  adequate  practice 
as  determined  by  practicing  mental  health  counselors.  The  results 
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should  effect  the  goals  for  training  of  mental  health  workers,  the 
standards  for  employment,  the  credential ing  of  counselors,  and 
possibly  the  receipt  of  third  party  payment  for  services. 

I  hope  that  you  will  participate  in  this  landmark  study. 
Everyone  that  completes  the  study  will  receive  a  copy  of  the  results. 
The  NACCMHC  has  chosen  Dan  Corley  to  monitor  the  procedure.  Please 
indicate  your  willingness  to  participate  on  the  panel  by  filling  out 
the  attached  commitment  card.  If  you  desire  more  information  on 
Academy  certification  or  a   copy  of  the  study  results  for  your 
Executive  Director,  merely  indicate  this  in  the  appropriate  space 
provided. 

Sincerely, 


Jim  Messina,  Ph.D. 
Chairperson,  NACCMH 
Past-President,  AMHCA 


APPENDIX  C 
REPLY  CARD 

Certification  Academy  Study 
525  S.W.  42nd  Street 
Gainesville,  FL  32607 


I  will  participate  as  a  member  of  the  Delphi  panel  in 
the  Certification  Academy  study.  I  understand  that 
the  study  will  contain  three  rounds  of  questionnaires, 
and  I  will  obtain  results  for.. participating  until  the 
end.  My  mailing  address  at  this  community  mental  health 
center  is: 


Name 
Address 


Zip 


I  would  like  more  information  on  the  National 
Academy  of  Certified  Clinical  Mental  Health 
Counselors. 

My  Executive  Director  would  like  a  copy  of  the 
study  results. 
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APPENDIX  D 

A  COMPARISON  OF  SELECTED  CLASSIFICATION  SYSTEMS 
FOR  COUNSELOR  COMPETENCIES 


Domains  and  major  classes  of  counselor  competencies  as  utilized 
by  various  systems. 

Canada  Manpower  Competency-Based  Counselor  Training  Project 
Content  Information 

1.  Agencies/Corranunities 

2.  Canada  Manpower  Agency  Structure 

3.  Educational  .Training- Institutions 

4.  Labour  Market 

5.  Legal 

6.  Programs 

7.:  Special  Groups 

8.  Administrative 

9.  Assessment 

10.  Consultation 

11.  Intervention 

12.  Human  Behavior:  Personality/Behavior  Change 

13.  Research 

14.  Supervision 

15.  Teaching/Training 

16.  Technological  Hardware 
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Function  Competencies 

17.  Administering 

18.  Counselling 

19.  Operation 

20.  Researching 

21.  Supervising 

22.  Teaching/Training 

23.  Testing 

Steinburq,  Freeman.  Steele,  Balodis,  and  Batista  Study  of  Manpower 
Utilization  in  CMHC's~ 

Patient  Care  Areas 

Intake 

Emergency 

Diagnosis  and  Evaluation 

Patient  Support 

Physical  Health 

Treatment  Planning 

Therapy 

Rehabilitation 

Referral 

Follow- Up 
CMHC  Areas 

Training 

Administration 

Research 
Community  Areas 

Consultation/Education 

Primary  Prevention 
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Skills  Matrix  Project  List  of  Program  Process  Categories 
I.  Assessment 

1.  Intake 

2.  Assessment:  Mental  Health;  Drug  and  Alcohol;  Social 

3.  Assessment:  General  Health 

4.  Assessment:  Educational  and  Vocational 

5.  Assessment:  Emergency  (Crisis) 
II.  Direct  Service 

6.  Counseing,  General 

7.  Counseling,  Individual 

8.  Counseling,  Group  and  Family 

9.  Counseling,  Crisis  and  Phone 

10.  Services,  Regular  Medical  (Including  M.D. ,  Nursing, 
Pharmaceutical) 

n.  Services,  Emergency  Medical 

12.  Services,  Educational  and  Vocational  Rehabilitation 

13.  Services,  Socialization 

14.  Services,  Consultation  and  Education;  Community  Organization 

15.  Services,  Information  and  Referral;  Outreach  (General 
Community  and  Non-Client) 

III.  Business  and  Management 

16.  Administration,  General 

17.  Administration,  Fiscal 

18.  General  Office  and  Clerical  Tasks  (Including  Typing, 
General  Administrative  Paperwork) 

19.  Facilities  Maintenance 

20.  Program  Review,  Evaluation  and  Planning 

21.  Liaison;  Inter-Agency  -  Administrative  Only 
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22.  Staff  Development/Training 

23.  Staff  Evaluation  (Including  Hiring,  Promotion,  Firing) 

24.  Staff  Support  Activity  (Recreation,  Staff  Counseling,  etc.) 

25.  Staff  Supervision  -  Administrative  Only 
IV.  Service  Continuity 

26.  Treatment  and  Rehabilitation  Planning 

27.  Liaison,  Inter-agency-  Re:  Client(s) 

28.  Progress  Notes  and  Charting  (the  act  of  doing  them) 

29.  Case  Conference  and  Clinical  Supervision 

30.  Client  Referral  ■ 

31.  Liaison:  Intra-agency  -  Re:  Client(s) 

32.  Discharge  and  Aftercare;  follow-up 
V.  Research 

.  '33.  Research 
VI.  Miscellaneous 
Dagley's  Taxonomy  of  Counselor  Education  Objectives 
Technical  Domain 

Counselor  Knowledge 

Client  Variables 

Counselor-Client  Relationship 

Situation  Variables 

Group  Counseling  Processes 

Conceptions  of  the  Counseling  Interview 

Analysis  of  Interview  Interaction 

Conceptualization  of  Counseling  Cases 

Deviation  of  Personal  Approaches  to  Counseling 
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Professional  Competency 

Professional  Processes 
Professional  Domain 

Professional  Standards,  Responsibilities,  and  Associations 

Analysis  of  Process  and  Responsibilities 

Process-Outcome  Relationships 

Conceptualization  Skill 

Professional  Identity 

Professional  Commitment 
Personal  Domain 

Self-Awareness 

Counselor  Qualities 

Affectual  Dimensions  of  Self 

Self-Appraisal 

Self- Improvement 

Utilization  of  Self- Knowledge 

Self- Acceptance 

Self-Commitment 


APPENDIX  E 

HIERARCHY  OF  DOMAINS  AND  MAJOR  CLASSES  USED  TO  IDENTIFY 
GENERIC  KNOWLEDGE,  SKILLS,  AND  ABILITIES  .OF  MENTAL  HEALTH  COUNSELING 


Preparation 

Human  Behavior 
Intervention  Strategies 
Primary  Prevention 
Legal  and  Ethical  Standards 
Research  and  Evaluation  Methods 
Client  Service 

Intake  Procedures 
Assessment 
Treatment  Planning 
Counseling 

General 

Individual 

Group 

Family 
Referral 
Fol low-Up 

Service  Continuity 
Consultation 
Mental   Health  Education 
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Support  Service 
Administration 
Personnel  Functions 
Supervision  and  Training 
Evaluation  and  Research  Functions 
Record  Keeping  and  Report  Writing 


APPENDIX  F 
LETTER  OF  INSTRUCTIONS  FOR  ROUND  ONE 

Dear  Panel  Member: 

This  study  is  critical  to  the  certification  project  of  the 
National  Academy  of  Certified  Clinical  Mental  Health  Counselors. 
In  this  study  the  Delphi  panel  will  generate,  review,  refine,  and 
order  according  to  priority  statements  of  knowledge,  skills,  and 
abilities  needed  by  mental  health  counselors.  The  research  question 
this  study  seeks  to  answer,  is,  "What  are  the  generic  professional 
and  technical  knowledge,  skills,  and  abilities  needed  by  mental 
health  counselors  for  adequate  performance  in  all  community  agency 
settings?"  It  is  clear  that  the  knowledge,  skill,  and  ability  state- 
ments resulting  from  this  study  will  be  used  as  part  of  the  founda- 
tion for  the  construction  of  a  national  competency-based  certifica- 
tion examination,  which,  in  turn,  should  effect  nonmedical  direct 
service  reimbursement.  The  implications  to  training  programs  are 
obvious. 

The  Delphi  technique  used  in  this  study  will  consist  of  three 
rounds  of  questionnaires,  each  reporting  the  results  of  the  previous 
round.  In  this  initial  round,  you  are  asked  to  review  the  knowledge 
skill,  and  ability  statements  which  come  from  professional  literature 
and  respond  in  one  of  three  ways: 
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1.  accept  by  marking  YES; 

2.  reject  the  statement  by  marking  NO;  or 

3.  modify  by  rewriting  the  statement  immediately  under  the 
original  and  not  marking  either  YES  or  NO. 

The  knowledge,  skill,  and  ability  statements  provided  on  this  round 
are  not  thought  to  be  complete  or  comprehensive.  You  are  asked  to 
add  new  knowledge,  skill,  and  ability  statements  that  are  important, 
to  practitioners  but  have  been  overlooked  by  educators  and  researchers. 

All  new  and  modified  knowledge,  skill,  and  ability  statements 
will  be  included  in  round  two;  therefore,  it  is  important  that  they 
are  written  in  a  style  which  will  not  have  to  be  altered  for  use. 
This  will  reduce  the  risk  of  misinterpretation  by  the  monitor.  The 
following  guidelines  will  help  in  defining  and  writing  knowledge, 
skill,  and  ability  statements. 

Knowledge— A  knowledge  statement  is  an  organized  body  of  informa- 
tion usually  of  a  factual  or  procedural  nature,  which,  if  applied, 
makes  adequate  performance  of  the  job  possible.  In  writing  knowledge 
statements  adjective  modifiers  (e.g.,  some,  thorough,  etc.)  relative 
to  level  or  extent  should  not  be  used.  Conciseness  with  specificity 
is  the  goal.  Example:  Knowledge  of  common  diagnostic  categories 
found  in  DSM  III. 

Abilities— An  ability  is  the  power  to  perform  an  activity.  Im- 
plied is  the  lack  of  discernable  barriers,  either  physical  or  mental, 
to  performance;  also,  the  possession  of  prerequisite  knowledge,  skill, 
or  aptitude  is  implied.  An  ability  is  an  action  and  not  an  object. 
Example:  Ability  to  interact  with  clients  to  establish  and  maintain  a 
professional  working  relationship  with  them. 
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Skins— A  skin  is  the, proficient  manual,  verbal,  or  mental  manipu- 
lation of  data,  people,  or  things.  Skill  embodies  observable,  quanti- 
fiable, and  measurable  performance  parameters.  The  demonstration  of 
a  skill  implies  the  prerequisite  knowledge  and  aptitude  used  in  the 
performance  of  an  activity.  Example:  Skill  in  conducting  an  initial 
interview  such  that  an  initial  treatment  plan  can  be  created  following 
one  session  with  a  nonpsychotic  client. 

The  knowledge,  skills,  and  abilities  that  are. modified  as  well  as . 
the  new  statements  should  reflect  a  professional  concern  that  is  not 
exclusive  to  a  particular  program,  setting,  or  geographic  location 
(i.e.,  bilingual). 

In  the  event  your  additions  are  grater  than  the  space  provided 
under  the  topic  area,  please  feel  free  to  use  the  space  provided  under 
other  sections.  Should  you  have  any  question  as  to  whether  or  not 
your  statements  will  be  interpreted  correctly  by  the  study  monitor  or 
a  panelist  across  the  country,  include  a  one  line  note  providing  a 
context.  The  questions  on  the  demographic  page  will  allow  for  a 
description  of  the  panel.  Please  answer  all  questions.  The  National 
Academy  and  I  thank  you  for  responding;  your  participation  is  deeply 
appreciated.  Questionnaires  should  be  returned  within  the  work  week. 

Sincerely, 

Dan  Corely,  M.S. 
Study  Monitor 

The  three  rounds  of  the  study  will  be  mailed  to  you  on  Nov.  1,  Dec.  1, 

and  Jan.  1.  They  are  due  back  for  computer  scoring  and  creating  the 

next  round  on  Nov.  20,  Dec.  20,  and  Jan.  20.  Please  note  the  day  you 

received  this  round  and  allow  that  much  mailing  time  before  the  20th. 


APPENDIX  6 
ROUND  ONE  QUESTIONNAIRE 


DEMOGRAPHIC  DATA  SHEET 


Name  : 
Center; 


Phone:  j J_ 


Sex  (M  or  F): 


Job  Title: 
Race: 


Age: 


Highest  Earned  Degree 


from  the  Department  of 
in  the  year . 


Internship  (number  of  months) 


Years  of  full-time  employment  as  a  counselor: 

Area  of  specialty  within  community  mental  health 

Percent  of  time  devoted  to  counseling  or  therapy 
sultation  and  mental  health  education  %. 

My  client  population  is  primarily: 

%  Rural  %   Urban 


%',   to  con- 


%   Suburban 


Estimated  average  client  annual  income:  $ 


Self  Ratings: 

The  topic  of  this  study  is  the  essential  knowledges,  skills,  and 
abilities  needed  by  mental  health  counselors. 

1.  I  estimate  my  expertise  in  the  topic  to  be: 


1 
low 


7 
high 


I  estimate  my  understanding  of  this  study  and  its  intent  to  be: 


1 
low 


7 
high 
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1 50 


COUNSELING 

Counseling  is  the  foundation  of  the  mental  health  counselor's  role 
and  should  be  performed  with  a  degree  of  skill.  The  area  is  justi- 
fiably complex  and  is  therefore  divided  into  four  subsections. 

YES       NO 
General  Counseling 

Ability  to  facilitate  reality-based  feedback 
to  clients. 


Ability  to  foster  and  encourage  client 
responsibility. 

Ability  to  establish  goals  marking  the  solution 
of  client  problems  which  are  mutually  acceptable, 

Ability  to  select  and  justify  intervention 
techniques. 

Ability  to  keep  appointments  on  time. 

Ability  to  structure  the  interview  by  explain- 
ing to  the  client(s)  the  nature  of  the  process 
and  such  procedural  limits,  such  as  time. 

The  Carkuff  scales  are  a  set  of  well-known 
standard  scales  which  assess  levels  of 
counselor  effectiveness  on  affective  skills 
from  1  to  5. ,  Mental  health  counselors  should 
score  consistently  at  3  or  above  on: 

Skill  at  providing  empathetic  understand- 
ing of  the  client. 

Skill  at  communicating  respect  for  the 
individual  integrity  of  the  client. 

Skill  at  concreteness  of  expression  in 
the  counseling  relationship. 

Skill  at  communicating  genuineness  in 
counseling. 

Skill  at  appropriate  self-disclosure  in 
counseling. 

Skill  at  confrontation  in  the  counseling 
relationship. 

Skill  at  providing  immediacy  to  counselor- 
client  interactions  in  counseling. 


151 


The  Counselor  Evaluation  Rating  Scale  is  a 'popular  instrument  used 
to  assess  dimensions  of  counselor  effectiveness  on  a  scale  from  -3 
to +3..  Mental  health  counselbrs  should  score  a  positive  rating  on: 


YES       NO 


Skill  at  demonstrating  interest  in  the  client's 
problem. 

Skill  at  demonstrating  awareness  of  content 
and  feeling  in  counseling  sessions. 

Skill  at  expressing  clearly  thoughts  and 
feelings  in  counseling. 

Skill  at  demonstrating  flexibility  in  verbal 
behavior  in  counseling. 

Skill  at  demonstrating  self-confidence  in 
establishing  counseling  relationships. 

Skill  at  relative  spontaneity  in  the  counsel- 
ing relationship. 

Skill  at  being  relaxed  and  comfortable  in  the 
counseling  session. 

Knowledge  of  various  behavioral  techniques,  such  as: 

Modeling 

Behavioral  rehearsal 

Reinforcement  and  extension 

Behavioral  contracts 


Ability  to  perform  experiential  techniques,  such  as: 
Play  therapy  with  children 
Psychodrama  with  adults 
Gestalt  techniques 
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Knowledge  of 


Ability  to 


Skill  at 


Individual  Counseling  YES 

Ability  to  provide  the  support  and  structure 
needed  by  a  client  experiencing  a  period  of 
medical  and/or  psychological  emergency 
(crisis)  in  person  or  by  phone. 

Ability  to  assist  clients  on  independent 
living  and  job  searches. 

Knowledge  of 


NO 


Ability  to 


Skill  at 


Family  Counseling 

Knowledge  of  various  family  intervention 
theories. 

Ability  to  counsel  family  unit  to  improve 
functioning  of  identified  client  or  family 
as  a  whole. 

Knowledge  of ..  ' 

Ability  to 


Skill  at 


Group  Counseling  YES 

Knowledge  of  various  group  intervention 
theories. 

Ability  to  clearly  define  goals,  structure 
and  limits  of  group  counseling. 

Ability  to  assist  group  participants  to 
learn  effective  interpersonal  behavior. 

Ability  to  control  domineering  group 
member. 

Ability  to  involve  passive  client  in 
group  process,  , 

Ability  to  foster,  trust-building  relation- 
ships and  participation  between  group 
members. 

',   Knowledge  of  behavioral  techniques  in 
group  counseling. 

Knowledge  of  .       _^^ 

Ability  to 


Skill  at 
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NO 
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INTAKE  PROCEDURES 


Intake  procedures  form  a  basis  for  the  relationship  between  mental 
health  counselor  and  client.  It  is  therefore  important  that  the 
counselor  display  basic  interactions  ability,  while  obtaining  necessary 
client  information  and  setting  the  structure  for  further  services.  The 
mental  health  counselor  must  have  the: 


Ability  to  demonstrate  both  verbal  and  non- 
verbal attending  behaviors. 

Ability  to  generate  an  accepting  atmosphere 
for  establishing  rapport  with  clients  (see 
individual  counseling). 

Ability  to  explore  beyond  information 
provided  by  client. 

Ability  to  identify  behaviors  that  expose 
the  client's  problems,  such  as: 

Abrupt  shifts  in  conversation 
Recurring  references 
:.  Noticeable  omissi 6ns,  and  inconsistencies 
Client  metaphors 
Nonverbal  behavior 


Ability  to  control  and  manipulate  situational 
variables  and  assess  their  impact  on  the 
counseling  interview. 

Ability  to  discuss  services  and  help  client 
decide  whether  to  utilize  them. 


Ability  to  define  the  client's  probl 


em. 


Ability  to  collect  history  of  previous 
treatment. 

Ability  to  define  financial  arrangements. 

Ability  to  provide  orientation  to  client 
and/or  family. 

Ability  to  record  impressions  from  intake 
interviews. 


YES       NO 
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Knowledge  of  ^   .■  '•:;•'  .. 

Ability  to  ^ 

Skill  at i     . 

RECORD  KEEPING  AND  REPORT  WRITING 

Record  keeping  and  report  writing  are  important  on-going  functions  of 
an  agency  and  provide^support  for  the  total  program.  It  is  essential 
that  the  mental  health  counselor  has  the: 


Knowledge  of  situations  in  which  it  is 
appropriate  to  obtain  written  information 
from  recorded  materials  and  sources  of 
information. 

Ability  to  collect,  record,  and  disseminate 
information  in  order  to  provide  staff  guidance 
and  obtain  monitoring,  evaluation  and  ac- 
countability data  for  a  treatment  unit,  staff 
activities,  and  operation  of  the  physical 
facility. 

Ability  to  maintain  on-going  written  records 
of  counselor  activity  and  client  progress 
and  disposition. 

Skill  to  provide  information  in  written  form 
at  a  professional  level. 

Knowledge  of ^^^ 

Ability  to 


Skill  at 


YES       NO 
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ASSESSMENT 

Assessment  is  central  to  the  establishment  of  appropriate  directions 
in  mental  health  counseling  and  consultation;  thus  it  is  an  important 
area  of  knowledge  and  ability.  The  mental  health  counselor  should 
have: 


Knowledge  of  measurement  theory. 

Knowledge  of  test  instruments  to  identify 
client  problems,  such  as: 

Intelligence 
.  Interests 
Personality  adjustment 
Self-concept 
Desired  lifestyle 


Knowledge  of  processes  for  assessing  needs  of 
clients,  agencies,  organizations  or  the 
community. 

Knowledge  of  sources  for  assessing  and  obtain- 
ing information  on  a  client's  problem. 

Ability  to  make  on-the-spot  determinations 
of  the  type  and  extent  of  service  required 
by  clients  in  crisis. 

Ability  to  obtain  in-depth  historical  client 
information. 

Ability  to  observe  and  record  client  behavior. 

Ability  to  make  professional  judgments 
relative  to  client  habits  or  behaviors, 
such  as: 

Physical  capacities 
Attention  span 
Motivation 


YES       NO 
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YES       NO 


Ability  to  determine  job  and  academic  status, 
inclinations  and  abilities  of  clients. 

Ability  to  supervise  and  coordinate  assess- 
ment procedures. 

Ability  to  select  and  administer  mental 
and  vocationally  related  tests,  such  as: 

Personality 

Intelligence 

Interest 

Aptitude 

Psychomotor 


Ability  to  interpret  and  report  on  results 
of  assessment. 

Knowledge  of -     

Ability  to 

Skill  at 
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CONSULTATION 

Consultation  is  a  mental  health  counselor  activity  that  occurs,  often, 
in  a  wide  variety  of  settings  and  with  varied  clientele.  It  is 
essential  that  the  mental  health  counselor  has  the: 


Knowledge  of  the  counselor's  own  limitations 
and  responsibilities  in  seeking  and  providing 
consultative  help. 

Knowledge  of  measurement  instruments  and 
techniques  appropriate  to  the  consultation 
process. 

Knowledge  of  the  role  of  the  counselor  in 
various  consultation  situations. 

Ability  to  counsel  with  staff  members  for 
alleviation  of  personal  concerns. 

Ability  to  use  consultation  techniques, 
such  as:    . 

Explanation-interpretation 
Modeling 
Recommendations 
Lay  terminology 


Ability  to  analyze  circumstances  to  identify 
desired  outcome  or  goals  of  consultation. 

Ability  to  provide  technical  assistance  to 
community  programs. 

Ability  to  function  as  liaison  with 
community  agencies  and  organizations. 

Knowledge  of 

Ability  to 

Skill  at 


YES       NO 
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MENTAL  HEALTH  EDUCATION 


Because  of  the  growing  attention  to  primary  prevention  of  mental  health 
disorders  and  the  special  background  in  the  education  of  mental  health 
counselors,  mental  health  education  is  an  important  part  of  the  counsel- 
or's duty.  It  is  essential  that  the  mental  health  counselor  has  the: 


YES       NO 


Ability  to  select  or  develop  a  learning 
strategy  appropriate  to  the  learners,  their 
needs,  and  existing  resources. 

Ability  to  plan  for  evaluating  the  learning 
experience. 

Ability  to  develop  a  set  of  learning  ob- 
jectives related  to  skill  or  knowledge  needs 
of  clients  or  staff. 

Ability  to  develop  a  set  of  enabling 
objectives  necessary  for  the  attainment 
of  learning  objectives. 

Ability  to  provide  mental  health  information 
to  the  public  via  lectures,  meetings,  work- 
shops, etc. 

Ability  to  develop  and  conduct  education  on 
particular  topics,  such  as: 

Drug  abuse 

Parenting 

Behavior  modification  techniques 

Nutrition 

Social  skills 


Ability  to  educate  community  regarding 
agency  resources  and  procedures. 

Knowledge  of 

Ability  to 

Skill  at 
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ADMINISTRATION 

In  the  variety  of  support  functions  important  to  the  provision  of 
agency  services,  administration  is  a  central  function  that  the  mental 
health  counselor  is  often  required  to  perform.  It  is  essential  that 
the  mental  health  counselor  has  the: 


YES       NO 


Ability  to  direct  a  service  component  of  the 
agency. 

Ability  to  write  and  monitor  budget  and 
bookkeeping  procedures  and  approve 
expenditures. 

Ability  to  maintain  an  accurate  record 
of  agency  and  client  funds  and  prepare 
periodic  fiscal  reports. 

Ability  to  provide  service  program 
information  to  interested  parties 
(public  relations). 

Ability  to  identify  and  document  unmet 
client  needs  including: 

Frequency  data 

Characteristics  of  clients  needing 
services 


Ability  to  develop  a  written  plan  programming 
for  unmet  needs  including: 

Need  identification 

Proposed  services  or  programs 

Eligibility  requirements 

Resources  required 

Legal  sanctions 

Community  support 

Budgeting 

Staffing  and  staff  training  needed 
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Knowledge  of  

Ability  to 

Skill  at 
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LEGAL  AND  ETHICAL  STANDARDS 

In  preparation  for  service,  the  mental  health  counselor  must  be  aware 
of  selected  legal  and  ethical  concerns.  The  mental  health  counselor 
must  have: 


Knowledge  of  the  levels  of  confiden- 
tiality expected  of  mental  health 
counselors. 

Knowledge  of  ethical  problems  that 
confront  mental  health  counselors, 
such  as: 

Professional  conduct 

Selection  of  intervention  techniques 

Testing 

Group  counseling 


Knowledge  of  legal  considerations  of 
counseling,  such  as: 

Laws  on  privileged  communication 

Laws  on  privacy  rights 

Laws  governing  access  to  case  records 


Knowledge  of  legislation  affecting  common 
client  concerns,  such  as: 

Custody  legislation 
Child  abuse  legislation 
Drug  abuse  legislation 
Divorce  procesures 


YES       NO 
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Knowledge  of  

Ability  to  

Skill  at 
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SUPERVISION  AND  TRAINING 


Clinical  supervision  and  training  are  services  that  have  become  more 
important  with  the  growth  of  nonprofessional  service  workers.  It  is 
essential  that  the  mental  health  counselor  has  the: 


Knowledge  of  the  nature  of  and  approaches  to 
supervision. 

Ability  to  decifer  theoretical  models  employed 
in  a  demonstration  of  counseling. 

Ability  to  use  techniques  in  supervision, 
such  as:  ■:-■ 

Confrontation 

Reinforcement  ; 

Behavioral  rehearsal 

Modeling 


Ability  to  identify  the  training  needs  of  the 
staff  and  develop  a  training  plan  for  indi- 
vidual staff  needs. 

Ability  to  conduct  and  evaluate  staff 
training. 

Ability  to  identify  learning  resources  and 
assist  staff  persons  in  obtaining  them  and 
integrating  training  into  service  delivery. 

Ability  to  instruct  or  receive  instruction 
from  colleagues  about  professional  skills, 
knowledge,  techniques  and  methods. 

Ability  to  analyze  the  degree  of  facilitation 
fostered  in  a  counseling  relationship  and 
critique  the  effectiveness  of  it. 

Knowledge  of 

Ability  to 


Skin  at 


YES       NO 
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REFERRAL 

Referral  is  an i important  area  of  counselor  responsibility  in  that  no 
counselor  or  agency  provides  for  all  needs  of  all  clients.  It  is 
essential  that  the  mental  health  counselor  has  the: 

YES       NO 

Knowledge  of  his  or  her  own  counseling  limits 
and  referral  indicators. 


Ability  to  prepare  the, client  for  a  transition 
in  treatment  by  discussing  topics,  such  as: 

Rationale  for  referral 

Choices  in  resource  and  treatment 

Time  and  cost  considerations 

Roles 

Expected  outcomes 

Possible  risks 


Ability  to  attend  to  the  client's  feelings  to 
dispell  uncertainty  and  obtain  commitment  to 
an  agreeable  choice  of  service. 

Ability  to  provide  receiving  agency  with 
the  necessary  client  information  to  assure 
expedient  client  service. 

Knowledge  of  specialties  and  training  of 
related  disciplines  for  use  as  referral 
resources. 

Ability  to  develop  referral  procedures  for 
the  agency. 

Ability  to  maintain  files  of  referral 
resources. 

Knowledge  of ' 

Ability  to 

Skill  at 
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TREATMENT  PLANNING 

An  important  step  in  providing  organized  treatment  is  the  treatment 
planning,  for  which  it  is  essential  that  the  mental  health  counselor 
have  the: 

YES       NO 

Ability  to  organize  and  present  facts,  observa- 
tions, critical  incident  information,  and 
assessment  results  regarding  a  client  to  case 
conference. 


Knowledge  of  diagnostic  categories  or  schema 
from  which  to  plan  an  organized  treatment 
approach,  such  as: 


DSM  III-  categories 
Developmental  transitions  matrix 
Developmental  disability  types 


Ability  to  conceptualize  a  case  given 
developmental  data  and  diagnostic  infor- 
mation from  various  theoretical  frameworks, 

Ability  to  diagnose  or  label  clients' 
mental  health  problems. 

Ability  to  generate  a  working  hypothesis 
from  a  comprehensive  conceptualization 
of  a  case. 

Ability  to  determine  remedial  or 
therapeutic  goals  for  client. 

Ability  to  design  a  sequence  of  activities 
to  be  followed  in  reaching  client  goals. 

Ability  to  explain  service  plan  recom- 
mendations to  client  and/or  family  to  gain 
cooperation  and  commitment. 

Knowledge  of 

Ability  to  


Skill  at 
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PRIMARY  PREVENTION 

In  preparation  for  service,  the  mental  health  counselor  must  be 
familiar  with  element  of  prevention  of  mental  or  emotional  duress 
and  strategies  for  their  use.  The  mental  health  counselor  must  have; 


YES       NO 


Knowledge  of  the  interaction  of  career 
satisfaction  and  mental  health. 

Knowledge  of  theoretical  approaches  to 
career  development  and  career  choice. 

Knowledge  of  basic  nutrition  and  exercise. 

Knowledge  of  stress  management  techniques. 

Knowledge  of  primary  prevention  activities, 
such  as: 

Values  clarification 
Peer  counseling 
Magic  circle 


Knowledge  of  the  impact  of  leisure  activity 
on  stress. 

Knowledge  of  learning  theory  and  teaching 
techniques. 

Knowledge  of  '        ' 

Ability  to 

Skill  at 
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PERSONNEL  FUNCTIONS 

Personnel  functions  are  support  services  that  often  demand  the 
participation  of  mental  health  counselors.  It  is  essential  that 
the  mental  health  counselor  has  the: 


Knowledge  of  agency  policy  and  equal  em- 
ployment opportunity  guidelines  governing 
employment  or  use  of  volunteers. 

Ability  to  write  a  precise  job  description 
for  recruitment  of  new  personnel  through 
agency  sanctioned  channels. 

Ability  to  assign  work  responsibilities  to 
a  subordinate,  identify  developmental  needs, 
and  plan  and  retain  a  goal -oriented  per- 
formance supervisory  structure. 

Ability  to  orient  new  or  potential  employees 
to  the  agency  in  areas  such  as: 

Purpose  and  philosophy 

Facilities 

Role  expectations 

Organization 

Schedule 

Policy  and  procedures 

Confidentiality  laws       • 


Ability  to  collect  data  about  employee  diffi- 
culty or  grievance  and  mediate  or  propose 
solutions  and  action  to  prevent  reoccurrence. 

Ability  to  evaluate  performance  of  sub- 
ordinates for  the  purpose  of  salary 
increase,  promotion  or  firing. 

Knowledge  of ^ 

Ability  to ___^ 

Skill  at 


YES       NO 
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HUMAN  BEHAVIOR 

In  preparation  for  mental  health  counseling,  the  counselor  must  have 
an  understanding  of  human  behavior.  It  is  essential  that  the  counselor 
have: 


YES       NO 


Knowledge  of  individual^ perceptions  or 
frames  of  reference. 

Knowledge  of  common  defense  mechanisms. 

Knowledge  of  the  effects  of  situational 
variables  on  counseling,  such  as: 

Agency  image 
Physical  surrounding 
Partitipant  expectations 


Knowledge  of  verbal  and  nonverbal  attending 
behaviors. 

Knowledge  of  differences  between  cognitive 
and  affective. 

Knowledge  of  cultural  differences  and 
special  concerns  of  minority  groups  and 
special  populations,  such  as: 

Handicapped 

Women 

Various  racial  minorities 

Poverty  stricken 


Knowledge  of  reciprocal  influence  of  behavior 
(behavior  alone  elicits  specific  behavior  of 
another). 

Knowledge  of  a  system  of  personality 
development. 

Knowledge  of  adult  transitions  and  stages. 

Knowledge  of  sexual  transitions  and  behavior. 
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Knowledge  of  


Ability  to 


Skill  at 


FOLLOW-UP 

Follow-up  is  an  important  duty  to  insure  adequate  quality  in  service 
and  outcome  information  for  accountability  purposes.  It  is  essential 
that  the  mental  health  counselor  have  the: 

YES       NO 
Ability  to  establish  a  follow-up  plan  for 
terminated  and  referred  clients. 


Ability  to  make  follow-up  contact  or  home 
visits  to  clients. 

Ability  to  maintain  follow-up  files. 
Knowledge  of 

Ability  to 

Skill  at 
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RESEARCH  AND  EVALUATION  METHODS 


An  understanding  of  research  and  evaluation  methods  should  be  a  part 
of  the  preparation  of  the  mental  health  counselor.  The  mental  health 
counselor  must  have: 


YES       NO 


Knowledge  of  the  scientific  method  as  applied 
to  social  and  behavioral  phenomena. 

Knowledge  of  research  designs. 

Knowledge  of  the  validity  and  reliability 
factors  of  research. 

Knowledge  of  data  analysis  methods. 

Knowledge  of  evaluation  techniques,  such  as: 

Process  evaluation 
Outcome  evaluation 
Systems  evaluation 
Cost  benefit  evaluation 


Knowledge  of  criterion  development. 

Knowledge  of  sampling. 

Knowledge  of 

Abil  ity  to -  ■ 

Skill  at 
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EVALUATION  AND  RESEARCH  FUNCTIONS 


Evaluation  and  research  functions  are  necessary  to  the  support  of 
agencies  in  that  they  validate  new  areas  of  service,  help  to  improve 
quality,  and  provide  accountability.  It  is  essential  that  the  mental 
health  counselor  has  the: 

YES       NO 

Ability  to  establish  criteria  for  research/ 
evaluation  design  to  include: 

Hypothesis/outcome  measure 

Schedule 

Subjects 

Data  analysis  methodology 


Ability  to  plan  or  outline  step-by-step  pro- 
cedures for  research/evaluation. 

Ability  to  evaluate  effectiveness  of  treat- 
ment and  assessment  procedures. 

Ability  to  analyze  data  and  modify  evalua- 
tion design  or  continue  to  minitor  program 
as  indicated. 

Ability  to  process  data  and  formulate 
recommendations  as  required  by  evaluation 
research  design. 

Knowledge  of  

Ability  to ^^^ 

Skill  at 
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INTERVENTION  STRATEGIES 


In  preparation  for  mental  health  counseling,  counselors  must  have 
knowledge  of  various  techniques  and  systems  of  counseling,  interven- 
tion strategy.  It  is  essential  that  the  mental  health  counselor  has: 

YES       NO 

Knowledge  of  the  relationship  of  counselor 
views  of  development  and  change  to  theo- 
retical; assumptions  and  technique  selection. 


Knowledge  of  role  of  counselor  in  various 
theoretical  models. 

Knowledge  of  interaction  effect  of  theory, 
technique  and  interview  behavior  on  the 
impact  on  clients. 

Knowledge  of  ways  that  the  counseling 
relationship  is  used  as  a  tool  or  technique. 

Knowledge  of  various  types  of  groups  and 
their  differences. 

Ability  to  assume  various  theoretical 
positions. 

Ability  to  use  various  theoretical 
techniques. 

Knowledge  of  abnormal  behavior  or 
psychopathology. 

Knowledge  of  psychopharmocology. 

Knowledge  of  personal  rationale  of  counseling 
underlying  one's  approach  to  the  counseling 
interview. 

Knowledge  of  behaviors  or  skills  which 
enhance  counselor  effectiveness  and  client 
growth. 

Ability  to  use  interview  techniques  to 
facilitate  client  growth,  such  as: 

Restatement  or  paraphrasing  to  mirror 
the  cognitive  or  affective  content  of 
client  statements 

Open-ended  questioning  which  encourages 
client  self-exploration 
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YES       NO 


Clarification  statements 
Probing  statements 
Silence 
Summarization 


Knowledge  of  similarities  and  differences 
between  individual  and  group  counseling. 

Knowledge  of  

Ability  to  

Skill  at 
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SERVICE  CONTINUITY 


Mental  health  counselors  are  responsible  to  their  clients  and  agencies 
both  to  insure  service  continuity.  It  is  essential  that  the  mental 
health  counselor  has  the: 

YES       NO 

Ability  to  make  relevant  input  into  psychiatric 

team  meetings  on  therapy  progress  and  direction. 


Ability  to  facilitate  efforts  of  groups  of 
staff/clients  to  solve  problems  and  make 
decisions  that  reflect  the  collective  wisdom. 

Ability  to  assist  clients  in  obtaining 
services. 

Ability  to  arrange  and  monitor  community 
residential  placement  of  client  to  assure 
adjustment  and  progress. 

Ability  to  defend,  promote,  and/or  plea  a 
service-related  right,  cause  and/or  need  as 
identified  by  the  client(s)  in  order  to 
influence  a  decision/solution  favorable  to 
the  client  (client  advocacy). 

Knowledge  of 

Ability  to 

Skill  at 


APPENDIX  H 

MAJOR  SOURCES  OF  KNOWLEDGES,  SKILLS,  AND  ABILITIES 
USED  IN  THE  CONSTRUCTION  OF  THE  ROUND  ONE  QUESTIONNAIRE 


Canada  Manpower  Competency  Based  Counsellor  Training  Project.  Tolsma 

et  al.,  1977. 
A  Taxonomy  of  Counselor  Education  Objectives,  Dagley,  1972. 
Skills  Matrix  Project,  Kelly  and  Robinson,  1977. 
Mental  Health/Human  Service  Worker  Activities:  The  Process  and  Products, 

Southern  Regional  Education  Board,  1979. 
Information  on  Manpower  Utilization,  Functions  and  Credential ing  in 

Community  Mental  Health  Centers,  Steinberg  et  al . ,  1976. 
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■  APPENDIX  I  ■ 
LETTER'OF.INSTRUeTION  FOR  ROUND  TWO 

Panel  Member, 

Thank  you  for  your  response  to  the  first  round  of  the  Delphi 
study.  I  especially  appreciate  the  comments  that  some  of  you  provided 
in  addition  to  new  statements.  They  will  be  used  in  the  comprehensive 
findings  of  the  study  for  greater  clarity.  Presented  here  are  some 
brief  instructions  to  the  second  round  questionnaire  followed  by  an 
explanation  of  the  project  design  and  other  competency  certification 
information  which  some  of  you  might  find  interesting. 

Your  personalized  copy  of  round  two  has  been  computer  generated 
for  you.  The  size  is  not  longer  than  the  first  round  although  the 
format  and  spacing  causes  it  to  look  bigger.  Don't  panic;  it  will 
not  take  you  longer  than  round  one  did.  The  categories  are  again 
scrambled  to  control  for  the  length  of  the  instrument.  In  this  round 
simply  circle  the  number  to  the  right  of  each  item  which  best  reflects 
your  judgement  of  the  importance  of  the  statement  as  essential  to 
professional  level  performance  as  a  mental  health  counselor.  One  (1) 
represents  the  lowest  level  of  importance  and  seven  (7)  is  the  highest. 
Please:answer  each  statement  and  return  the  questionnaire  within  the 
work  week.  Tabulation  of  the  results  will  be  on  December  20th. 

More  about  the  study 

177 
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The  literature  offers  a  number  of  knowledge,  skills,  and  abili- 
ties which  are  said  to  be  important  to  mental  health  counselors. 
Neither  the  suggested  knowledge  from  academic  studies  nor  the  inferred 
abilities  from  task  analysis  studies  have  been  field  validated.  Also, 
practitioners  have  not  had  adequate  opportunity  to  generate  or  refine 
practice  standards.  These  two  things  must  be  accomplished  for  the 
National  Academy  to  build  a  competency-based  certification  system 
that  will  be  recognized  for  future  federal  funds. 

In  the  first  round  of  this  study,  the  literature  was  categorized 
into  22  categories  in  three  domains.  The  domain  covering  preservice 
preparation  included  Human  Behavior,  Intervention  Strategies,  Primary 
Prevention,  Legal  and  Ethical  Standards,  and  Research  and  Evaluation 
Methods.  The  domain  which  covers  client  services  holds  the  categories 
of  Intake  Procedures,  Assessment,  Treatment  Planning,  General  Counsel- 
ing, Individual  Counseling,  Family  Counseling,  Group  Counseling, 
Referral,  Follow-up,  Service  Continuity,  Consultation,  and  Mental 
Health  Education.  The  last  domain  covers  support  services  that  keep 
the  agency  functioning  and  evolve  from  task  analysis  studies.  The 
categories  are  Administration,  Personnel  Functions,  Supervision  and 
Training,  Evaluation  and  Research  Functions,  and  Record  Keeping  and 
Report  Writing. 

You  rough  filtered  the  literature  in  the  first  round  and  added 
the  items  which  are  important  in  the  field  but  overlooked  by  writers. 
All  of  the  items,  except  those  rejected  by  a  70%  majority  were  put 
in  the  second  round  to  be  refined. 

In  round  two  you  are  separating  the  items  by  their  importance 
and  judging  the  additions  of  your  colleagues.  In  round  three  you  will 
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see  the  group  response  to  each  item  and  can  clarify  or  provide  depth 
where  one's  individual  knowledge  is  greater  than  the  group  opinion. 
The  resulting  high  priority-high  agreement  items  will  be  divided 
between  those  that  are  measurable  and  immediately  usable  and  those 
that  are  too  general  and  require  a  new  study  for  refinement  and 
specificity.  The  important  generating  work  will  have  been  completed, 
thanks  to  your  efforts  here.  Thank  you  for  your  involvement  in  this 
process.  Through  this  work,  we  will  all  gain. 


D.  C. 


APPENDIX  J 
ROUND  TWO  QUESTIONNAIRE 


STEPHEN  EWALT 


PRIMARY  PREVENTION 


00-5 


KNOULEDGE  CF  THE  INTERACTION  OF  CAREER 
SATISFACTION  AND  MENTAL  HEALTH.  '"""'^'^•^ 

KNOWLEDGE  OF  THEOr^ETICAL  APPROACHES  TO 
CAREER  DEVELOPMENT  AND  CAREER  CHOICE. 

EXERCISE^  OF  BASIC  NUTRITION  AND 

TECHn!quES?^  stress  MANAGEMENT 

ACTIVITlls°'^  VALUES  CLARIFICATION 

Al^?'^bf??^r>°'^  f^^"  COUNSELING 
"V-  I  Ivi  TIcS. 

KNOWLEDGE  OF  MAGIC  CIRCLE  ACTIVITIES. 

A^?^b!??^oS^sT^1sir'^*^"^  °^  ^^^^^^^ 

KNOWLEDGE  OF  THE  CONCEPTS  OF 

||y^ri§iTES°!^.TI^0.Kf?hJr^°'^°^^°^' 

ANTICIPATORY  GUIDANCE,  ETC. 

KNOWLEDGE  OF  THE  CONCEPT  AND  PROCESS 
OF  MENTAL  HEALTH  ADVOCACY?    ^'^'^^'^SS 

knowledge  of  the  concept  of  outreach, 
mental™lth!'""'"^  prevention  in  ^"' 

^^e!Jk^??0E°^cW5??i|g.'^^'^''  ^^" 

KNOWLEDGE  OF  PRAGMATIC  APPROACH'='S  TO 
CAREER  DEVELOPMENT  AND/OR  CHOICE: 

KNOWLEDGE  OF  BIOFEEDBACK. 

?K!?'^fHgSue.^^e!:H"Si^:^^  ^'^^^^  "°" 

p5b^iv°vS^?gtjy^£^jLrc^<=^^^'^-vT° 

SOPHISTICATION. 

ABILITY  TO  SPEAK  IN  PUBLIC  AND 
FACILITATE  AUDIENCE  PARTICIPATION. 

KNOWLEDGE  OF  REFERRAL  SOURCES  FOR 
CAREER  DEVELDPMENr.    ="-"J«i-tt3  hUfJ 

KNOWLEDGE  OF  SUPPORT  SYSTEMS  THEORY. 


PPOl 

PP02 

PP03 

PP04 

PP05 

PP06 
PP07 

PP08 

PP09 

PPIO 
PPll 

PP12 

PP13 

PP14 

PP15 
PPI6 


PP18 

PP19 

PP20 
PP21 


12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 


12  3  4 

12  3  4 

12  3  4 

12  3  4 

12  3  4 

12  3  4 

12  3  4 


5  6  7 

5  6  7 

5  6  7 

5  6  7 

5  6  7 

5  6  7 

5  6  7 


PP17    12  3  4  5  6  7 


12  3  4 

12  3  4 

12  3  4 

12  3  4 


5  6  7 

5  6  7 

5  6  7 

5  6  7 
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STEPHEr4  ENALT 


CIRCLE  THE  NUMBER  FO.T  EACH  ITEM  THAT  BEST  REFLECTS  YOUR  OPINION  OF  THE 
IMPORTANCE  OF  THE  ^STATEMENT  .TO: PROFESSIONAL  LEVEL.  MENTAL  HEALTH 
COUNSELORS.   l=LaWEST  PRIOR ITY. . . . 7=HIGHEST  PR lORITY 


RECORD  KEEPING  AND  REPORT  WRITING 

KNOWLEDGE  OF  SITUATIONS  IN  WHICH  IT  IS 
APPROPRIATE  TO  03TAIN  WRITTEN 
INFORMATION  FROM  RECORDED  MATERIALS 
AND  SOURCES  OF  INFORMATION. 

ABILITY  TO  COLLECT,  RECORD  AND 
DISSEMINATE  INFORMATION  IN  ORDER  TO 
PROVIDE  STAFF  GUIDANCE  AND  OBTAIN 
MONITORING,  EVALUATION  AND 
ACCOUNTABILITY  DATA. 

ABILITY  TO  MAINTAIN  ON-GOING  WRITTEN 
RECORDS  OF  COUi\SEL0R  ACTIVITY  AND 
CLIENT  PROGRESS  AND  DISPOSITION. 

SKILL  AT  PROVIDING  INFORMATION  IN 
WRITTEN  FORM  AT  A  PROFESSIONAL  LEVEL. 

KNOWLEDGE  OF  THE  ESSENTIALS  OF 
CHARTING  CLIENT'S  PROGRESS  IN  CLIENT'S 
RECORDS.  . 

KNOWLEDGE  OF  GRANT  WRITING  AND 
PROPOSAL  DEVELOPMENT. 

KNOWLEDGE  OF  THE  GENERAL  REQUIREMENTS 
FOR  A  MENTAL  HEALTH  RESEARCH  OR 
EVALUATION  REPORT. 

ABILITY  TO  EXPRESS  DATA  IN  CLEAR 
OBJECTIVE  TERMS  THAT  AVOID  PERSONAL 
INTERPRETATION. 

ABILITY  TO  WRITE  AN  INTAKE  EVALUATION 
WHICH  INCLUDES  PRESENTING  PROBLEM, 
DIAGNOSTIC  FORMULATION,  AND  TREATMENT 
RECOMMENDATIONS. 

ABILITY  TO  IDENTIFY  PROBLEM  SETS. 

ABILITY  TO  WRITE  REPORTS  IN  CONDENSED 
FORM. 

ABILITY  TO  PROVIDE  TREATMENT  SUMMARY 
INFORMATION  IN  WRITTEN  FORM  FOR  CASE 
ASSOCIATED  MD,  WELFARE,  AND/OR  NEXT 
THERAPIST. 

ABILITY  TO  MAKE  RECORDS  AND  REPORTS 
THAT  CONFORM  TO  THE  AGENCIES  MEDICAL 
RECORD  SYSTEM. 


RROl 

RR02 

RR03 
RR04 

RR05 
RR06 


RR09 
RRIO 

RRll 


12  3  4  3  6  7 

12  3  4  5  6  7 

12  3  4  3  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 


RR07    12  3  4  3  6  7 
RR08    12  3  4  5  6  7 


12  3  4  5  6  7 
12  3  4  5  6  7 

12  3  4  5  6  7 


RR12    12  3  4  5  6  7 
RR13    12  3  4  5  6  7 


HUMAN  BEHAVIOR 

.KNOWLEDGE  OF  INDIVIDUAL  PERCEPTIONS  OR 
FRAMES  OF  REFERENCE.  H301    12  3  4  5  6  7 

KNOWLEDGE  OF  COMMON  DEFENSE 

MECHANISMS.  HB02    12  3  4  5  6  7 

KNOWLEDGE  OF  THE  EFFECTS  OF  AGENCY 

IMAGE  OR  REPUTATION  ON  COUNS  HB03    12  3  4  5  6  7 
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STEPHEN  EWALT 


CIRCLE  THE  NUMBER  FOR  EACH  ITEM  THAT  BEST  REFLECT"?  vnuR  noTMioM  nc-  tuc- 


00-5 


KNOWLEDGE  OF  THE  EFFECTS  OF  PHYSICAL 
SURROUNDING  ON  COUNSELING. 

KNOWLEDGE  OF  THE  EFFECTS  OF 
PARTICIPANT  EXPECTATIONS  ON 
COUNSELING. 

KNOWLEDGE  OF  VERBAL  AND  NON-VERBAL 
.  ATTENDING  BEHAVIORS.         vcnuni. 

KNOWLEDGE  OF  DIFFERENCES  BETWEEN 
COGNITIVE  AND  AFFECTIVE. 

^^'^yV^P^f^^"^  CULTURAL  DIFFERENCES  AND 
SPECIAL  CONCERNS  OF  THE  HANDICAPPED. 

KNOWLEDGE  OF  CULTURAL  DIFFERENCES  AND 
SPECIAL  CONCERNS  OF  WOMEN.  ""^''"   """ 

KNOWLEDGE  OF  CULTURAL  DIFFERENCES  AND 
SPECIAL ^CONCERNS  OF  VARIOUS  RACIAL 

KNOWLEDGE  OF  CULTURAL  DIFFERENCES  AND 
|P|CIAL^CONCERNS  OF  THE  POVERTY 

KNOWLEDGE  OF  RECIPROCAL  INFLUENCE  OF 
BEHAVIOR  (BEHAVIOR  ALONE  ELICITS 
SPECIFIC  BEHAVIOR  OF  ANOTHER). 

KNOWLEDGE  OF  A  SYSTEM  OF  PERSONALITY 
DEVELOPMENT. 

KNOWLEDGE  OF  ADULT  TRANSITIONS  AND 
STAGES. 

gNOWLEDGE  OF  SEXUAL  TRANSITIONS  AND 

KNOWLEDGE  OF  COMMON  PERSONALITY  TYPES 
OR  PATTERNS- 
KNOWLEDGE  OF  THE  IMPACT  ON  PERSONAI  ITY 
DEVELOPMENT  OF  DIVERSE  CULTURES, 
VALUES,  ETHNIC  AND  ECONOMIC 
BACKGROUNDS. 

KNOWLEDGE  OF  THE  DESCRIPTIONS.  NATURAL 
Sl§IS5^rS'^°  PSYCHODYNAMIC  ASPECTS  OF 
PSYCHOSIS,  NEUROSIS,  PERSONALITY 
gI|ORDERS  AND  PSYCHOPHYSIOLOGIC 

^K^?a^sCsie'=^^bEC!xs^H^°*^^^'^^^•^° 

S^'°^b^?S§pg^H§^^^!:!r'°''^  ^^°  CONCEPTS 

KNOWLEDGE  OF  THE  MAJOR  TYPES  OF 

ISEiigREl;^ET^?^^"^'^^'°^^'  CONFLICTS, 

KNOWLEDGE  OF  THE  CONCEPTS  OF  WHO'  ISTTr 
MENTAL  HEALTH:  HOW  A  PERSON'S   • 
THINKING,  FEELING  AND  ACTING  AFFECT 
INTERACTIONS  WITH  PEOPLE  AND  THE 
ENVIRONMENT  AND  VICE-VERSA 


HB22 


12  3  4  5  6  7 


HB05 

12  3  4  5  6  7 

HB06 

12  3  4  5  6  7 

HB07 

12  3  4  5  6  7 

HB08 

12  3  4  5  6  7 

HB09 

12  3  4  5  6  7 

HBIO 

12  3  4  5  6  7 

HBll 

12  3  4  5  6  7 

HB12 

12  3  4  5  6  7 

HB13 

12  3  4  5  6  7 

HB14 

12  3  4  5  6  7 

HB15 

12  3  4  5  6  7 

HB16 

12  3  4  5  6  7 

HB17  12  3  4  5  6  7 

HB19  12  3  4  5  6  7 

HB20  12  3  4  5  6  7 

HB21  12  3  4  5  6  7 


1  2  3  4  5  6  7 


HB23    12  3  4  5  6  7 
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KNOWLEDGE  CF  THE  IMPACT  OF  POVERTY  AND 
DISCRIMINATION  CN  THE  HELP  INS  PROCESS.    HB 


00-5 


•JNOWf-EDGE   OF   THE    IMPLICATIONS   OF 
CULTURAL    IDENTITy,     ETHNIC    DACKGf?QUNOS, 

ii^xtVvi°vH  ^Hinje^r^E^E^giN^if  "^^ 

^^e^VIE'^!oS^ESI;!b"HrhER?""^'^^^.^^^^'^° 

KNOWLEDGE  OF  THE  EFFECTS  OF  CLIENT 
STRESS  LEVEL  ON  COUNSELING: 

rr'Ty!:^Filn9£^°^2'^R'^'^°'-E  INDICATIONS  OF 

KNOWLEDGE  OF  LOCAL  CULTURAL  NORMS. 

.  KNOWLEDGE- OF  THE  IMPACT  OF 
PSYCHOLOGICAL  AND  PHYSICAL  TRAMA  ON 
INDIVIDUAL  MENTAL  HEALTH. 

KNOWLEDGE  OF  THE  EFFECTS  OF  THE 

?SHM^§!-9?„^^  ^"'^^^  -^ND  APPEARANCE  ON 
COUNSELING. 

KNOWLEDGE  OF  SPECIAL  CONCERNS  AND 
CULTURAL  DIFFERENCES  OF  HOMOSEXUALS. 

oAPHbi°®l,.9f^?^^  COUNSELOR'S  OWN 

=J^fik!;"!MpS!f5rrauN^^£il52?^^^°^^'^^ 
5Ke^Vf8?!oS^Ll?^TfSSf'"^^  ^"^  '-°'^«  ■^^•'" 


HB25 

HB26 

HB27 

HB2e 
HB29 

HB30 

HB32 
HB34 

HB35 
HB36 


12    3   4    5   6    7 

12   3   4   5  6   7 

12   3   4   5   6  7 

12-34567 

12   3   4    5   6   7 
12   3    4    5   6   7 

1    2:3   4   5  6   7 

12   3   4   5  6  7 
12   3   4   5  6  7 

12   3   4   5   6  7 
12   3   4   5  6   7 


RESEARCH  AND  EVALUATION  METHODS 

!JD'2J^tiS®i„°E„iyE  SCIENTIFIC  METHOD  AS 
PHEN^^EnA?  ^°"^'"-  ^""^    BEHAVIORAL 

KNOWLEDGE  OF  RESEARC!^  DESIGNS. 

KNOWLEDGE  OF  THE  VALIDITY  AND 
RELIABILITY  FACTORS  OF  RESEARCH. 

KNOWLEDGE  OF  DATA  ANALYSIS  METHODS. 

KNOWLEDGE  OF  PROCESS  EVALUATION. 

KNOWLEDGE  OF  OUTCOME  EVALUATION. 

KNOWLEDGE  OF  SYSTEMS  EVALUATION. 

KNOWLEDGE  OF  COST  BENEFIT  EVALUATION. 

KNOWLEDGE  OF  CRITERION  DEVELOPMENT. 

KNOWLEDGE  OF  SAMPLING. 


RMOl 

2 

3 

4 

5  6  7 

RM02 

2 

3 

4 

5  6  7 

RM03 

2 

3 

4 

5  6  7 

RM04 

2 

3 

4 

5  6  7 

RM05 

2 

3 

4 

5  6  7 

RM06 

2 

3 

4 

5  6  7 

RM07 

2 

3 

4 

5  6  7 

RM08 

2 

3 

4 

5  6  7 

RM09 

2 

3 

4 

5  6  7 

RMIO 

2 

3 

4 

5  6  7 

RMU 

2 

3 

4 

5  6  7 
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CIRCLE  THE  MUMDER  FOR  EACH  ITEM  THAT  BEST  REFLECTS  YOUR  OPTMinw  nc  rue 
IMPORTANCE  OF  THE  STATEMENT  TO  PROFESSIONAL  LEVEL  MENTAL  HEALTH 
COUNSELORS.   l=LOWESr  PRIORITY 7=HIGH£ST  PRIORITY      '^^'^'-TH 


KNOWLEDGE  OF  BASIC  COMPUTER 

UTILIZATION  IN  MENJAL  HEALTH  RESEARCH.    RM12 

KNOWLEDGE  OF  INFERENTIAL  STATISTICS 
S^S^IS^J."  'APPLICATION  IN  MENTAL  HEALTH 
RESEARCH.  RM13 

KNOWLEDGE  OF  DESIGNS  FOR  MENTAL  HEALTH 
RESEARCH  AND  PROGRAM  EVALUATION.  RM14 

KNOWLEDGE  OF  THE  RELATIONSHIP  AMD 
DIFrERENCES  BETWEEN  MENTAL  HEALTH 
RESEARCH  AND  EVALUATION. 

KNOWLEDGE  OF  THE  STEPS  TO  BE  TAKEN  TO 

RESEARCH  OR  EVALUATE  PERSONAL 

EFFECTIVENESS.  rM16 

ABILITY  TO  DECIPHER  MEANING  AND 

RELAVANCE  FROM  RESEARCH  ARTICLES.         RM17 


12  3  4  5  6  7 


12  3  4  3  6  7 


12  3  4  5  6  7 


RM15    12  3  4  5  6  7 


4  5  6  7 


4  5  6  7 


LEGAL  AND  ETHICAL  STANDARDS 

KNOWLEDGE  OF  THE  LEVELS  OF 
CONFIDENTIALITY  EXPECTED  OF  MENTAL 
HEALTH  COUNSELORS. 

KNOWLEDGE  OF  ETHICAL  PROBLEMS  THAT 
CONFRONT  MENTAL  HEALTH  COUNSELORS  IN 
PROFESSIONAL  CONDUCT. 

KNOWLEDGE  OF  ETHICAL  PROBLEMS  THAT 
CONFRONT  MENTAL  HEALTH  COUNSELORS  IN 
SELECTION  OF  INTERVENTION  TECHNIQUES. 

KNOWLEDGE  OF  ETHICAL  PROBLEMS  THAT 
CONFRONT  MENTAL  HEALTH  COUNSELORS  IN 
TEST  I  t>IG« 

KNOWLEDGE  OF  ETHICAL  PROBLEMS  THAT 
CONFRONT  MENTAL  HEALTH  COUNSELORS  IN 
GROUP  COUNSELING. 

KNOWLEDGE  OF  LAWS  ON  PRIVILEGED 
COMMUNICATION. 

KNOWLEDGE  OF  LAWS  ON  PRIVACY  RIGHTS. 

KNOWLEDGE  OF  LAWS  GOVERNING  ACCESS  TO 
CASE  RECORDSa  -- 

KNOWLEDGE  OF  CUSTODY  LEGISLATION. 

KNOWLEDGE  CF  CHILD  ABUSE  LEGISLATION. 

; KNOWLEDGE  OF  DRUG  ABUSE  LEGISLATION. 

KNOWLEDGE  OF  DIVORCE  PROCEDURES. 

KNOWLEDGE  OF  ORGANIZATIONAL,  LEGAL  AND 
FISCAL  STRUCTU:^E  OF;  MENTAL  HEALTH 
S5^'>'£.lf?  '^!:,^S.I!JEIR  FUNCTIONS  AT  THE 
NATIONAL,  STATE  AND  LOCAL  LEVELS.  ■  . 

KNOWLEDGE  OF  THE  CODE  OF  ETHICS  OF  THE 
RESPECTIVE  CERTIFYING  AGENCY  AND   . 
PROFESSIONAL  ORGANIZATION.     • 


LEO!    12  3  4  5  6  7 
LE02    12  3  4  5  6  7 


LE03 
LE04 

LE05 

LE06 
'lE07 


12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  3  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 


LEGS  12   3   4    5   6   7 

,  LE09  .1234567 

LEIO  12  3   4   5   6   7 

LEU  12   3   4    5  6   7 

LE12  12   3   4    5  6   7 

LE13  12    3    4    3   6    7 

LE14  1    2    3   4    5   6   T 
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KNOWLEDGE  OF  THE  LEGAL  ASPECTS  0"^' 
CIVIL  COMMITMENT  PROCEDURES, 
CONFIDENTIALITV,  EXPERT  WITNESS 
STATUS,  AND  PRIVACY  OF  CLIENT  RECORDS. 

•JNOWLEDGE  OF  THE  LAWS,  ISSUES*  AND 
ACTIONS  RELATED  TO  MENTAL  HEALTh7 
I.E. :  ABORTIONS  FOR  MENTAL  HEALTH 
REASONS,  INSANITY  AS  A  PLEA  FOR 
CRIMINAL  ACTS,  COMPETENCY  FOR  LEGAL  ' 

CONDUCT?^  OF  STANDARDS  OF  PROFESSIONAL 

KNOWLEDGE  OF  STANDARDS  FOR 
INTERPROFESSIONAL  RELATIONS. 

KNOWLEDGE  OF  MALPRACTICE,  INSURANCE. 

ABILITY  TO  WORK  WITH  LEGAL  ADVISORS. 

KNOWLEDGE  OF  WHERE  TO  OBTAIN 
INFORMATION  ON  LEGISLATION  AND  LEGAL 

KNOWLEDGE  OF  LAWS  GOVERNING 
INVOLUNTARY  HOSPITALIZATION. 

KNOWLEDGE  OF  LAWS  ON  CLIENTS'  RIGHT  TO 
IgfATMENT  AND  RIGHT  TO  REFUSE 
TREATMcNT. 

KNOWLEDGE  OF  RESTRICTIONS  ON 
UNAUTHORIZED  PRACTICE  OF  LAW. 

KNOWLEDGE  IF  RESOURSES  FOR  OBTAINING 
AND  UNDERSTANDING  LEGISLATION 
EFFECTING  CLIENT  CONCERNS. 

tiV-ll'^^^^   DETERMINE  WHEN  A  PARTICULAR 

^'^'^SbfSli  S^D^^^khJE^^?  ^^^^'^^'-^  ^°''^' 

IN^HEARING.^^"^^  '"'^  ^^   EXPERT  WITNESS 

KNOWLEDGE  OF  APPLICATION  OF  ETHICAL 
THEORY  TO  CURRENT  PRACTICEr  ^^HICAL 


LE16 


LE17 

LEI  8 

LE19 
LE20 
LE21 

LE22 
LE23 

LE24 
LE25 

LE26 

LE27 
LE28 
LE29 
LE30 


12   3   4   5   6   7 


12   3   4   5  6   7 


12  3  4 

1    2  3  4 

12  3  4 

12  3  4 

12  3  4 

12  3  4 

12  3  4 

12  3  4 

12  3  4 


5  6   7 

5   6   7 

5  6  7 
5  6  7 
5  6   7 

5  6  7 
5  6   7 

5  6  7 
5   6   7 


12   3   4   5  6   7 


12  3  4 

12  3  4 

12  3  4 

12  3  4 


5  6  7 

5  6  7 

5  6  7 

5  6  7 


REFERRAL 

KNOWLEDGE  OF  ONE'S  OWN  COUNSELING 
LIMITS  AND  REFERRAL  INDICATORS. 

ABILITY  TO  PREPARE  THE  CLIENT  FOR  A 


12  3  4  5  6  7 


12  3  4  5  6  7 
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ABILITY  TO  PREPARE  THE  CLIENT  FOR  A 
TRANSITION  IN  TREATMENT  BY  DISCUSSING 
CHOICES  IN  RESOURCE  AND  TREATMENff 

ABILITY.  TO  PREPARE  THE  CLIENT  FOR  A 
KSy^iJJl^y^I!^  TREATMENT  BY  DISCUSSING 
TIME  AND  COST  CONSIDERATIONS. 

ABILITY  TO  PREPAR!^.  THE  CLIENT  FOR  A 
EX^E!il^°Sui^oS^i^™'''''  °^  DISCUSSING 
ABILITY  TO  PREPARE  THE  CLIENT  FOil  A 
POSsfBLE°RISKs]'^^'^™'^'''^  ^^  DISCUSSING 

ABILITY  TO  ATTEND  TO  THE  CLIENT'S 
5lltJf!°f„I2T5i§P^'-'-  UNCERTAINTY  AND 
^m^ll'i   8?"5lJ0f[:^E'."'°  ^^   'AGREEABLE 

ABILITY  TO  PROVIDE  RECEIVING  AGENCY 
WITH  THE  NECESSARY  CLIENT  INFORMATION 
TO  ASSURE  EXPEDIENT  CLIENT  SERVICE. 

KNOWLEDGE  OF  SPECIALTIES  AND  TRAINING 

g^Filk^J^gEi^OS^^k.^^'^^  "°'"'  ^^^  ^^ 

fHMS^  IeES!^f'-°''  RE-^ERR^L  PROCEDURES 
RESOURCES?  "^^'''"^'^^'^  ^^^^^  °''  R^'"^"'"^'- 


RE03  12  3  4  5  6  7 

RE04  12  3  4  5  6  7 

Re05  12  3  4  5  6  7 

RE07  12  3  4  5  6  7 

REOa  12  3  4  5  6  7 

RE09  12  3  4  5  6  7 

REIO  12  3  4  5  6  7 

REll  12  3  4  5  6  7 

RE12  12  3  4  5  6  7 

RE13  12  3  4  5  6  7 

RE14  12  3  4  5  6  7 


GROUP  COUNSELING 

KNOWLEDGE  OF  VARIOUS  GROUP 
INTERVENTION  THEORIES. 

ABILITY  TO  CLEARLY  DEFINE  GOALS. 

TH;tiA;RVEF^i!^!j.<^?i:!ViR%^^Rig^sr^^ 

tli\;ll'^    ^°   CONTROL  DOMINEERING  GROUP 
MEMBER. 

'G^Sb^^RS^El^:'"'-''''/''^^''^^  ^^^^.^^  '"^ 

ABILITY  TO  FOSTER  TRUST-BUILDING 
RELATIONSHIPS  AND  PARTICIPATION 
BETWEEN  GROUP  MErlGERS.  '"- ^'^'^  '  i°f^ 

KNOWLEDGE  OF  BEHAVIORAL  TECHNIQUES  IN 
GROUP  COUNSELING.  .       ici-mniuucs.  in 


GC02 

GC03 
6C04 
GC05 

GC06 
GC07 


12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 
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IMpSk^Aj^i  g^''?^!  S?2T|ait;!T'?§''p;5gb^T  BEST  REFLECTS  YOUR  OPINION  OF  THE 
COUNSELORS.   1=L0WEST  PRIORITY.  T^PvSfif^SEST  PR  I  OR  I  Ty""^^*-  ''^''^™ 

KNgWblgGE  SEETHE  COMPONENTS  OF  THE 
DIFFERENT  GROUP  LEADER  STYLES? 


00-5 


KNOWLEDGE  OF  THE  PROCESS  AND  STAGES  OF 
GROUP  LIFE  AND  DEVELOPMENT.   ^  "^^^^  °^ 

KNOWLEDGE  OF  THE  BASIC  CONCEPTS  np 
GROUP  DYNAMICS.   '"^°^''    ^UNtEPTS  OF 

Ski"?§  s5Ej^§M^^5ge?icZesf^"^^^ 
'?Kfiro^^jy%^!^^5'^jie'^ip'^g§ouo 

SIK<^SEAe?S'-^?RlS?Si^?: ''^°  ««°5p^' 
g8ihr^RS8p^^5fi^^?5N':''™  "^'^'^^"^  ^° 

ABILITY  TO  FOSTER  GROUP  LEADERSHIP. 
gH^b^'^lESgE^?"^'''"'^  CONTRACTS  WITH 

ABILITY  TO  HELP  THE  GROUP  PLAN  A 
STUCTURE-  DEFINE  GOALS,  AND  SET  LIMITS 
OF  THE  COUNSELING  GROUP.         limits 

ABILITY  TO  EXPLAIN  CONFIDENTIALITY  ANn 
ROLE  EXPECTATIONS  TO  GROUP  MEMBERS. 


GC08  12  3  4  5  6  7 

GC09  12  3  4  5  6  7 

GCIO  12  3  4  5  6  7 

GCll  12  3  4  5  6  7 

GC12  12  3  4  5  6  7 


GC13 


GC15 
GC16 


12  3  4  5  6  7 


GC14    12  3  4  5  6  7 
12  3  4  5  6  7 


12  3  4  5  6  7 


GC17    12  3  4  5  6  7 


GC18 


12  3  4  5  6  7 


SERVICE  CONTINUITY 


ABILITY  TO  MAKE  RELEVANT  INPUT  TNTn 
PSYCHIATRIC  TEAM  MEETINGS  ON  THERAPY 
PROGRESS  AND  DIRECTION.       'HtKfipy 

ABILITY  TO  FACILITATE  EFFORTS  CF 
GROUPS  OF  STAFir/cLIENTS  TO  SOLVE 
PROBLEMS^AND  MAKE  DECISIONS  THAT 
REFLECT  THE  COLLECTIVE  WISDOm" 

SERVICEsJ°  ^^S^S^  CLIENTS  IN  OBrAINING 

ABILITY  TO  ARRANGE  AND  MONITOR 
COMMUNITY  RESIDENTIAL  PLACEMENT  DP 
PROGRESS?  ''^^■^"^  Ad3uSTMENt''^Kd  °'^ 

ABILITY  TO  DEFEND,  PROMOTE,  AND/OR 
PLEA  A  SERVICE-RELATED  R  GHT,  CAUSF 
AND/OR  NEED  AS  IDENTIFIED  BY  THP 
CLIENT(S)  IN  ORDER  TO  INFLUENCE  A 
SOLUTION  FAVORABLE  TQ  THE  CLIENT. 

S?°^k^5?^E°SE.['l^5E^0f''  MANAGEMENT  MODEL 
C^S^^^SSIeESE^^r^^^'^^^^  PROCEDURES  OF 


SCOl 

SC02 
SC03 

SC04 

SC05 
SC06 
SC07 


12  3  4  5  6  7 


3  4  5  6  7 


3  4  5  6  7 


12  3  4  5  6  7 


3  4  5  6  7 


3  4  5  6  7 


3  4  5  6  7 
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KNOWLEDGE  OF  COALITION  BUILDING  WITH 
OTHERS  TO  ASSIST  CLIENTS. 


00-5 


ADWOCATEy°  '^^''^'^■^^°N  ^^   ^   CLIENT 

ABILITY  TO  OBTAIN  CONSULTANTS 
SPECIALIZING  IN  VARIOUS  FACITS  OF 
AGENCY  FUNCTION  AND  CLIENT  SERVICE. 


SC08    12  3  4  5  6  7 
SCO?    12  3  4  5  6  7 

SCIO    12  3  4  5  6  7 


SUPERVISION  AND  TRAINING 

KNOWLEDGE  OF  THE  NATURE  OF  AND 
APPROACHES  TO  SUPERVISION^ 

ABILITY  TO  DECIPHER  THEORETICAL  Mnnn  Q 
!SSk§^^?N^^  "•   «^^"^NSTR^??B,^^S^"  "°°-^^ 

SU^kfiJIsISN^^^  CONFRONTATION  IN 

SUpkRWSICN^^^  REINFORCEMENT  IN 

SUPERvTsiDNy^^  BEHAVIORAL  REHEARSAL  IN 

s5^k^JTsI8Ny^^ ''°°^^^''«  ^^ 

ABILITY  TO  IDENTIFY  THE  TRAINING  NEEDS 
OF  THE  STAFF  AND  DEVELOP  A  TRAINING 
PLAN  FOR  INDIVIDUAL  STAFF  NEEDS. 

TRAINING^°  *^°''-'°"<^'^  '"'"0  EVALUATE  STAFF 
^gnilll?l?l^'?^-^^.b§^i'^IMff?^^^^^^ 

l^^!3i^^°DlL'I5i,^0:^'^«  "''^^'^^^°^^'^° 

ABILITY  TO  INSTRUCT  OR  RECEIVE   • 
INSTRUCTION  FROM  CDLLEGUES  ABOUT 
PROFESSIONAL  SKILLS,  KNOWLEDGE^ 
TECHNIQUES,  AND  METHODS. 

ABILITY  TO  ANALYZE  THE  DEGREE  OF 
FACILITATION  FOSTERED  IN  A  COUNSELING 
RELATIONSHIP  AND  CRITIQUE  THE 
EFFECTIVENESS  OF  IT.        "'^.. 

KNOWLEDGE' OF- THE  PROCESS  OF  TRAINING 
OTHERS:^TO  BE  SUPEf?VI30RS  OR  MANAGERS 
IN  MENTAL  HEALTH  SERVICES.   "'^"'^-'^"^ 

"JNOWLfpGE  OF  THEORIES  OF -SUPERVISION 
SERVICES?     "^  IN  MENTAL  HEALTH        , 

KNOWLEDGE  CF  THE  APPLICATION  OF  TH^^ 
VARIOUS  MODELS  CF  SUPERVISION  AND 
MANAGEMENT  IN  MENTAL  HEALTH  SERVICES. 


STOl 

ST02 
ST03 
ST04 
ST05 
ST06 

ST07 
ST08 

ST09 


STll 
ST12 
ST13 
ST14 


12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 
12  3  4  5  6  7 

1  2  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 
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CIRCLE  THE  MUMBER  FOr>  EACH  ITEM  THAT  BEST  REFLECTS  YOUR  nDTMrnM  nc  tuc 
IMPORTANCE  OF  THE  STATEMENT  TO  PROFESSIONAL  LEVEL  MENTAL  HEALTH 
COUNSELORS.   1=LCWEST  PR lORITY. . . . 7=HIGHEST  PRIORITY      "^^^LTH 


KNOWLEDGE  OF  THE  TECHNIQUES  TO  TEACH 

OTHERS  A  SELF-ASSESSMENT  PROCESS.         ST15 

ABILITY  TO  USE  METACOMMUNICAT ION  IN 
SUPERVISION.  ST16 

KNOWLEDGE  OF  THEORETICAL  APPROACHES  TO 
SUPERVISION...  -      ST17 

ABILITY  TO  EVALUATE  STAFF  TRAINING.       ST18 

KNOWLEDGE  OF  THE  USE  OF  VIDIO   '  - 

EQUIPMENT  IN  SUPERVISION.     '  .  .ST19 

ABILITY  TO  SEEK  OUT  TRAINING 

EXPERIENCES  FOR  CONTINUING 

PROFESSIONAL  GROWTH.  ST20 


12  3  4  5 


1  2  3  4  5  & 


12  3  4  5  6  7 


12  3  4  5  6  7 


CONSULTATION 

KNOWLEDGE  OF  THE  COUNSELOR'S  OWN 
LIMITATIONS  AND  RESPONSIBILITIES  IN 
SEEKING  AND  PROVIDING  CONSULTATIVE 
HELP. 

KNOWLEDGE  OF  MEASUREMENT  INSTRUMENTS 
AND  TECHNIQUES  APPROPRIATE  TO  THE 
CONSULTATIVE  PROCESS. 

KNOWLEDGE  OF  THE  ROLE  OF  THE  COUNSELOR 
IN  VARIOUS  CONSULTATION  SITUATIONS. 

ABILITY  TO  COUNSEL  WITH  STAFF  MEMBERS 
FOR  ALLEVIATION  OF  PERSONAL  CONCERNS. 

ABILITY  TO  USE 

EXPLANATION-INTERPRETATION  IN 
CONSULTATION. 

ABILITY  TO  USE  MODELING  IN 
CONSULTATION. 

cg^kiJTA??ol^f  ^^°""^^°^^'°'^  '"* 

^E^kiZTAT?Orif^   ^^^    TERMINOLOGY    IN 

ABILITY  TO  ANALYZE  CIRCUMSTANCES  TO 
IDENTIFY  DESIRED  OUTCOME  OR  GOALS  OF 
CONSULTATION. 

ABILITY  TO  PROVIDE  TECHNICAL 
ASSISTANCE  TO  COMMUNITY  PROGRAMS. 

ABILITY  TO  FUNCTION  AS  LIAISON  WITH 
COMMUNITY  AGENCIES  AND  ORGANIZATIONS. 

KNOWLEDGE  OF  PROCESS  OF  CONSULTATION, 
COMMUNITY  PLANNING.  PUBLIC  EDUCATION 
gf^D  jyi  LEGISLATIVE  AND  ADMINISTRATIVE 
PROuESS. 

KNOWLEDGE  OF  ORGANIZATIONAL 
DEVELOPMENT  THEORIES  AND  APPLICATIONS 
IN  MENTAL  HEALTH. 


CSOl 

CS02 
CS03 
CS04 

CS05 
CS06 
CS07 
CS08 

CS09 
CSIO 
CSll 


12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 
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^iS^klA^Tyi  WUfBERTCT EACH  ITEM  THAT  BEST  REFLECTS  YOUR  OPINION  CF  THE 
IMPORTANCE  OF  THE  STATEMENT  TO  PROFESSIONAL  LEVFL  MENTAL  HEALTH 
COUNSELORS.   1=L0WEST  PRIORITY 7=HIGHEST  PRIORITY      "^'^LTH 


KNOWLEDGE  OF  SYSTEMS  THEORY.  CS14 

KNOWLEDGE  OF  DIFFERENT  MODELS  AND 

THtORIES  OF  CONSULTATION.  CS15 

KNOWLEDGE  OF  ORGANIZATIONAL  AND  LARGE 

GROUP  DYNAMICS.  CS16 

ABILITY-  TO  UNDERSTAND  COMMON 

TECHNIQUES  AND  MFDICAL  TERMS  USED  IN 

MENTAL  HEALTH  SETTINGS.  CS17 


12    3    4    5   6   7 


12   3    4    5   6   7 


12   3    4    5   6   7 


12   3   4    5   6    7 


FOLLOW-UP 

ABILITY  TO  ESTABLISH  A  FCLLOW-UP  PLAN 
FOR  TERMINATED  AND  REFERRED  CLIENTS^ 

ABILITY  TO  MAKE  FOLLOW-UP  CONTACT  OR 
HOME  VISITS  TO  CLIENTS. 

ABILITY  TO  MAINTAIN  FOLLOW-UP  FILES. 

ABILITY  TO  USE  FOLLOW-UP  INTERVIEWS  TO 
SPOT  PROBLEMS  EARLY  AND  PREVENT 
READMISSIONS. 

ABILITY  TO  COMMUNICATE  INTEREST  AND 
CONCERN  FOR  CLIENT'S  CONTINUED 
WELL-BEING  FOLLOWING  TERMINATION. 


FUOl 

FU02 
FU03 

FU04 


12  3  4  5  6  7 


12  3  4  5  6  7 


FU05    12  3  4  5  6  7 


MENTAL  HEALTH  EDUCATION 

ABILITY  TO  SELECT  OR  DEVELOP  A 
LEARNING  STRATEGY  APPROPRIATE  TO  THE 
LEARNERS.  THEIR  NEEDS,  AND  EXISTING 
RESOURCES. 

ABILITY  TO  PLAN  FOR  EVALUATING  THE 
LEARNING  EXPERIENCE. 

ABILITY  TO  DEVELOP  A  SET  OF  LEARNING 
OBJECTIVES  RELATED  TO  SKILL  OR 
KNOWLEDGE  NEEDS  OF  CLIENTS  OR  STAFF. 

figlLITY  J9  DEVELOP  A  SET  OF  ENABLING 
OBJECTIVES  NEC;£SSARY  FOR  THE 
ATTAINMENT  OF  LEARNING  OBJECTIVES. 

ABILITY  TO  PROVIDE  MENTAL  HEALTH 
INFORMATION  TO  THE  PUDLIC  VIA 
LECTURES,  MEETINGS,  WORKSHOPS.  ETC. 

ABILITY  TO  DEV'cLOP  AND  CONDUCT 
EDUCATION  ON  DRUG  ABUSE. 

ABILITY  TO  DEVELOP  AND  CONDUCT 
EDUCATION  ON  PARENTING. 

ABILITY  TO  DEVELOP  AND  CONDUCT 
techniques""  ■5^"'^^^°^'  MODIFICATION 


EDOl  12  3  4  5  6  7 

ED02  12  3  4  5  6  7 

ED03  12  3  4  5  6  7 

ED04  12  3  4  5  6  7 

ED05  12  3  4  5  6  7 

ED06  12  3  4  5  6  7 

ED07  12  3  4  5  6  7 

EDOa  12  3  4  5  6  7 
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00-5 


CIRCLE  THE  NUM3ER  FOr?  EACH  ITEM  THAT  BEST  REFLECTS  YDUR  0°T>.JTnM  np  TUP 
IMPORTANCE  DF  THE  STATEMENT  TO  PROFESSIONAL  LEVEL  MENTAL  HEAL^^^^ 
COUNSELORS.   l-LDWEST  PRIORITY, .. .7=HIGHEST  PRIORITY      ^^^^''^ 


ABILITY  TO  DEVELOP  AND  CONDUCT 
EDUCATION  ON  NUTRITION. 

ABILITY  TO  DEVELOP  AND  CONDUCT 
EDUCATION  ON  SOCIAL  SKILLS. 

ABILITY  TO  EDUCATE  COMMUNITY  REGARDING 
AGENCY  RESOURCES  AND  PROCEDURES. 

KNOWLEDGE  OF  PROGRAM  DEVELOPMENT  STEPS 
AND  STRATEGIES.  IN  MENTAL  HEALTH  .- 
CONSULTATION  AND  EDUCATION. 

KNOWLEDGE  OF  TECHNIQUES  AND  MODELS  OF 
MENTAL  HEALTH  EDUCATION. : 

ABILITY  TO  DEVELOP  AND  CONDUCT 
EDUCATION  IN  AREAS  OF  COUNSELOR 
EXPERTISE. 

ABILITY  TO  DEVELOP  AND  CONDUCT 
EDUCATION  ON  MARRIAGE. 


ED09 
EblO 
EDll 


12  3  4  5  6  7 


12  3  4  5  6  7 


1  2  3  4  5  6  7 


1  2  3  4  5  6  ,7 


1:  2  3  4  5  6  7 


12  3  4  5  6  7 


12  3  4  5  6  7 


GENERAL  COUNSELING 

ABILITY  TO  FACILITATE  REALITY-BASED 

FEEDBACK  TO  CLIENTS.  COOl 

ABILITY  TO  FOSTER  AND  ENCOURAGE  CLIENT 
RESPONSIBILITY.  C002 

ABILITY  TO  ESTABLISH  GOALS  MARKING  THE 
SOLUTION  OF  CLIENT  PROBLEMS  WHICH  ARE 
MUTUALLY  ACCEPTABLE.  C003 

ABILITY  TO  SELECT  AND  JUSTIFY 

INTERVENTION  TECHNIQUES.  C004 

ABILITY  TO  KEEP  APPOINTMENTS  ON  TIME.     COOS 

ABILITY  TO  STRUCTURE  THE  INTERVIEW  BY 

EXPLAINING  TO  THE  CLIENT(S)  THE  NATURE 

OF  THE  PROCESS  AND  PROCEDURAL  LIMITS 

SUCH  AS  TIKE.  C006 

SKILL  AT  PROVIDING  EMPATHETIC 

UNDERSTANDING  OF  THE  CLIENT  AT  ABOVE 

AVERAGE  LEVELS  ON  COMMON  SCALES.  C007 

SKILL  AT  COMMUNICATING  RESPECT  FDR  THE 

INDIVIDUAL  INTEGRITY  OF  THE  CLIENT  AT 

ABOVE  AVERAGE  LEVELS  ON  COMMON  SCALES.    COOS 

liil^k^l°l3!^£°'i'^f^'''^'"'^SS  OF  EXPRESSION  IN 
THE  COUNSELING  RELATIONSHIP  AT  ABOVE 
AVERAGE  LEVELS  ON  COMMON  SCALES. 

SKILL  AT  COMMUNICATING  GENUINENESS  IN 
. COUNSELING  AT  ABOVE  AVERAGE  LEVELS  ON 
COMMON  SCALES.  COlO 

SKILL  AT  APPROPRIATE  SELF-DISCLOSURE 
IN  COUNSELING  AT  ADOVE  AVERAGE  LEVELS 
ON  COMMON  SCALES.  >-ti>i:ii-o 


12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 


C006  12  3  4  5  6  7 
C007  12  3  4  5  6  7 
CDOa  12  3  4  5  6  7 
C009  12  3  4  5  6  7 
COlO  12  3  4  5  6  7 
12   3    4    5   6    7 
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00-5 


9i§Skl^XSi  K^'^S^S  Z°^   ^'^'^^    ^^^^   ^H^T  BEST  REFLECTS  YOUR  OPINION  OF  THE 
IilPORTANCE  OF  THE  STATErlENT  TO  PROFESSIONAL  Li^VELMENTAI  HEALTH 
COUNSELORS.   1=LCWEST  PRIORITY 7=HIGHeST  PRIORITY      ^^^^l-'H 


SKILL  AT  CONFRONTATION  IN  THE 
.COUNSELING  RELATIONSHIP  AT  ABOVE 
AVERAGE  LEVELS  ON  COMMON  SCALES.  C012 

ABILITY  TO  PROVIDE  IMMEDIACY  TO 
COUNSELOR-CLIENT  INTERACTIONS  IN 
COUNSELING  AT  ABOVE  AVERAGE  LEVELS  ON 
COMMON  SCALES.  C013 

SKILL  AT  DEMONSTRATING  INTEREST  IN  THE 

CLIENT'S  PROBLEM  AT  ABOVE  AVERAGE 

LEVELS  ON  COMMON  SCALES.  C014 

SKILL  AT  DEMONSTRATING  AWARENESS  OF 
CONTENT  AND.  FEELING  IN  COUNSELING 
SESSIONS  AT  ABOVE  AVERAGE  LEVELS  ON 
COMMON  SCALES.  t.vtiL.i=  um 

SKILL  AT  EXPRESSING  CLEARLY  THOUGHTS 
AND  FEELINGS  IN  COUNSELING  AT  ABOVE 
AVERAGE  LEVELS  ON  COMMON  SCALES. 

SKILL  AT  DEMONSTRATING  FLEXIBILITY  IN 
VERBAL  BEHAVIOR  IN  COUNSELING  AT  ABOVE 
AVERAGE  LEVELS  ON  COMMON  SCALES. 

SKILL  AT  DEMONSTRATING  SELF-CONFIDENCE 

IN  ESTABLISHING  COUNSELING 

RELATIONSHIPS  AT  ABOVE  AVERAGE  LEVELS 

ON  COMMON  SCALES.  C018 

SKILL  AT  RELATIVE  SPONTANEITY  IN  THE 

COUNSELING  RELATIONSHIP  AT  ABOVE 

AVERAGE  LEVELS  ON  COMMON  SCALES.  C019 

SKILL  AT  BEING  RELAXED  AND  COMFORTABLE 

IN  THE  COUNSELING  SESSION  AT  ABOVE 

AVERAGE  LEVELS  ON  COMMON  SCALES.  C020 

KNOWLEDGE  OF  THE  BEHAVIORAL  TECHNIQUE 

OF  MODELING.  C021 

KNOWLEDGE  OF  THE  BEHAVIORAL  TECHNIQUE 

OF  BEHAVIORAL  REHEARSAL.  C022 

KNOWLEDGE  OF  THE  BEHAVIORAL  TECHNIQUES 

OF  REINFORCEMENT  AND  EXTINCTION.  C023 

KNOWLEDGE  OF  THE  BEHAVIORAL  TECHNIQUE 

OF  BEHAVIORAL  CONTRACTS.  C024 

ABILITY  TO  PERFORM  EXPERIENTIAL 
TECHNIQUES  OF  PLAY  THERAPY  WITH 
CHILDREN.  C025 

ABILITY  TO  PERFORM  EXPERIENTIAL 

TECHNIQUES  OF  PSYCHODRAMA  WITH  ADULTS.    C026 

ABILITY  TO  PERFORM  GESTALT 
. EXPERIENTIAL  TECHNIQUES.  C027 

KNOWLEDGE  OF  THE  COMMON  GOALS  AND  CORE 
S2^SlAFi§,:,°£J''^NTAL  HEALTH  COUNSELING 
REGARDLESS  OF  ACADEMIC  OR 
ENVIRONMENTAL  TRAINING.  C028 

KNOWLEDGE  OF  ROLES  AND  FUNCTIONS  Or 
THE  VARIOUS  LEVELS  OF  MENTAL  HEALTH 
WORKERS  IN  THE  MENTAL  HEALTH  TEAM.        C029 


12   3   4    3    6    7 

12  3  4  5  6  7 
12   3    4    5   6   7 

C015  12  3  4  5  6  7 
C016  12  3  4  5  6  7 
C017         12   3   4    5   6   7 

12   3    4    5   6   7 

12   3    4    5   6   7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 
12  3  4  5  6  7 
12    3   4    5   6   7 

12  3  4  5  6  7 
12   3    4    5   6   7 
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CIRCLE  THE  NUMBER  FOR  EACH  ITEM  THAT  BEST  REFLECTS  vnilR    noTMinu  nc    tuc- 
IMPORTANCE  OF  THE  STATEMENT  TO  PROFESSIONAL  LEVEL  MENTAL  HFAITH 
COUNSELORS.   1=L0WEST  PRIOR  ITY.  .  .  .  7=HIGHEST  PRIORITY      *^'^'^LTH 


KNOWLEDGE  OF  THE  STEPS  FOR  TERMINATING 
A  THERAPEUTIC  RELATIONSHIP, 

ABILITY  TO  MATCH  TECHNIQUES  TO 
PERSONAL  ABILITIES. 

ABILITY  TO  JUDGE  WHEN  TECHNIQUES  ARE 
APPROPRIATE  AND  MEANINGFUL  TO  THE 

KNOWLEDGE  OF  PARADOXICAL  INTENTION. 

KNOWLEDGE  CF  SYSTEMATIC 
DESENSITIZATIOM. 

KNOWLEDGE  OF  TRANSFERENCE  AND 
C0UNTERTRANSFe^!E^4CE  ISSUES. 

ABILITY  TO  RECOGNIZE  WHEN  COUNSELOR'S 
PERSONAL  FEELINGS  ARE  TAPPED  BY 
INTERACTION  WITH  A  CLIENT. 

KNOWLEDGE  OF  DIFFERENT  EFFECTS  OF 
SHORT  AND  LONG  TERM  COUNSELING. 

ABILITY  TO  PERFORM  HYPNOTHERAPY 
(VISUALIZATION). 

ABILITY  TO  PERFORM  ANY  EXPERIENTIAL 
TcCHNIQUE  WITHIN  THE  COUNSELOR'S 
TRAINING  AND  EXPERIENCE. 

ABILITY  TO  RECOGNIZE  THE  CLIENT'S 
DEFENSE  MECHINISM3. 

ABILITY  TO  FACILITATE  EXPRESSIONS  OF 
FEELING  FOR  THERAPUTIC  CHANGE. 

^?i'-liyc.'''9,  .K^^^f  CLIENT  INDEPENDENCE 
AND  SELF-SUFFICENCY. 


C030 

12  3  4  5  6  7 

C031 

12  3  4  5  6  7 

C032 

12  3  4  5  6  7 

C033 

12  3  4  5  6  7 

C034 

12  3  4  5  6  7 

C035 

12  3  4  5  6  7 

C036 

12  3  4  5  6  7 

C037 

12  3  4  5  6  7 

C03a 

12  3  4  5  6  7 

C039 

12  3  4  5  6  7 

C040 

12  3  4  5  6  7 

C041 

12  3  4  5  6  7 

C042 

12  3  4  5  6  7 

EVALUATION  AND  RESEARCH  FUNCTIONS 

ABILITY  TO  ESTABLISH  A 

HYPOTHESIS/OUTCOME  MEASURE  FOR  A 

RESEARCH  OR  EVALUATION  DESIGN.  EFOl    1  2 

SilkJJX.J9„^2''''^°'-ISH  A  SCHEDULE  FOR  A 

RESEARCH  OR  EVALUATION  DESIGN.  EF02    1  2 

ABILITY  TO  SELECT  SUBJECTS  FOR  A 

RESEARCH  OR  EVALUATION  DESIGN.  EF03    1  2 

ABILITY  TO  PLAN  OR  OUTLINE 

nJ^^.":5Xr;fIfE..f'''°-^'5^'^Es  "^or  research 

OR  EVALUATION.  EF05    1  2 

ABILITY  TO  EVALUATE  EFFECTIVENESS  OF 

TREATMENT  AND  ASSESSMENT  PROCEDURES.       EF06    1  2 

ABILITY  TO  ANALYZE  DATA  AND  MODIFY 
EVALUATION  DESIGN  OR  CONTINUE  TO 
MONITOR  PROGRAM  AS  INDICATEDf 

ABILITY  TO  PROCESS  DATA  AND  FORMULATE 
RECOMMENDATIONS  AS  REQUIRED  5?""^^''^^ 
EVALUATION  RESEARCH  DESIGN.  EFOS    12  3  4  5  6  7 


3  4  5  6  7 

3  4  5  6  7 

3  4  5  6  7 

3  4  5  6  7 

3  4  5  6  7 


EF07    12  3  4  5  6  7 
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CIRCLE  THE  M'JMDER  FDR  EACH  ITEM  THAT  BEST  REFLECTS  YOUR  OoTMTPM  ntr  tuf 
IMPORTANCE  OF  THE  STATEMENT  TO  PROFESSIONAL  LEVEL  MENTAL  HEALTH 
COUNSELORS.   1=LCWEST  PRIORITY 7=HIGHEST  PRIORITY      ^^^ALTH 


KNOWLEDGE  OF  STANDARD  PROCEDURES  FOR 
COLLECTING,  ROUTING  AND  ANALYZING 
MENTAL  HEALTH  BEHAVIORS. 

KNOWLEDGE  OF  PROBLEMS  INVOLVED  IN 
CONDUCTION. OF  MENTAL  HEALTH  RESEARCH. 

KNOWLEDGE  OF  ANALYSIS  OF  THE  RESULTS 
OF  OTHER  RESEARCH  REPORTS  AND  THE 
APPLICATION  OF  THE  INTERPRETATION  OF 
THE  REPORT. TO  MENTAL  HEALTH  SERVICES 

ABILITY  TO  APPLY  SOCIAL  RESEARCH  TO 
COMMUNITY  CHANGE. 

ABILITY  TO  ACCURATELY  INTERPRET 
EVALUATION  RESULTS. 

ABILITY  TO  DESIGN  EVALUATION  AND 
METHODOLOGY  APPROPRIATE  TO  THE 
EVALUATION  PROBLEM. 


EF09  12  3  4  5  6  7 

EFIO  12  3  4  3  6  7 

EF12  12  3  4  5  6  7 

EF13  12  3  4  5  6  7 

EF14  12  3  4  3  6  7 

EF13  12  3  4  3  6  7 


TREATMENT  PLANNING 

ABILITY  TO  ORGANIZE  AND  PRESENT  FACTS, 
.  OBSERVATIONS,  CRITICAL  INCIDENT 

INFORMATION,  AND  ASSESSMENT  RESULTS 
REGARDING  A  CLIENT  TO  CASE  CONFERENCE. 

KNOWLEDGE  OF  D3M  III  CATEGORIES  FROM 
WHICH  TO  PLAN  AN  ORGANIZED  TREATMENT 
APPROACH. 

KNOWLEDGE  OF  DEVELOPMENTAL  TRANSITIONS 
MATRIX  FROM  WHICH  TO  PLAN  AN  ORGANIZED 
TREATMENT  APPROACH. 

KNOWLEDGE  CF  DEVELOPMENTAL  DISABILITY 
TYPES  FROM  WHICH  TO  PLAN  AN  ORGANIZED 
TREATMENT  APPROACH. 

ABILITY  TO  CONCEPTUALIZE  A  CASE  GIVEN 
DcVELOPMENTAL  DATA  AND  DIAGNOSTIC 
INFORMATION  FROM  VARIOUS  THEORETICAL 
FRAMEWORKS.  :   .  .    >  . 

SiJ,bJ7'^,^J9.  2''^°'''°SE  OR  LABEL  CLIENTS' 
MENTAL  HEALTH  PROBLEMS. 

ABILITY  TO  GENERATE  A  WORKING  , 
HYPOTHESIS  FROM  A  COMPREHENSIVE   - 
CONCEPTUALIZATION  OF  A  CASE." 

ABILITY  TO  DETERMINE  REMEDIAL  OR 
THERAPEUTIC  GOALS  FO.T  CLIENT. 

ABILITY  TO  DESIGN  A  SEQUENCE  OF 
?FTI!^i^^f.  1°   °^  FOLLOWED  IN  REACHING 
CLIENT  GOALS. 

ABILITY  TO  EXPLAIN  SERVICE  PLAN 
?fS9r't;^yS'^X^9^'2  T°  CLIENT  AND/OR 
rnMiV^Mj^T^'^^'^  COOPERATION  AND 
COMMITMENT. 


TPOl  12  3  4  5  6  7 

.TPP2  12  3  4  5  6  7 

TP03  12  3  4  5  6  7 

TP04  12  3  4  5  6  7 

TP03  .  12  3  4  5  6  7 

TP06  12  3  4  5  6  7 

TP07  12  3  4  5  6  7 

TP08  12  3  4  5  6  7 

TP09  12  3  4  5  6  7 

TPIO  12  3  4  5  6  7 
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COUNSELORS.   1=LGWEST' PRIORITY 7=H1GHEST  PRIORITY      ^^E^"-™ 


KNOWLEDGE  OF  DIAGNOSTIC  SIGNS  AND 

SYMPTOMS. OF  PSYCHOPATHOLOGY.   .   '         TPll 

KNOWLEDGE  CF  THE  DEFINITION  AND  SCOPE 

OF  PRACTICE  OF,  THS  MENTAL  HEALTH 

£?Vr^f^'-S2o!^f^^„"'"^'^"  MEMBER  IN  MENTAL 

HEALTH  SERVICES.  TP12 

KNOWLEDGE  OF  THE  STEPS  TO  DEVELOP  A 
-FULL  TREATMENT  PLAN.        tivcu,  h       _^^^^. 

KNOWLEDGE  OF  THE  INFORMATION  NECESSARY 
KD£R^'fTTP^,'^  DIAGNOSIS  OR  DYNAMIC 
FORMULATION.  TP14 

KNOWLEDGE  OF  THE  SYMPTOMS  AND 

DIAGNOSTIC  CATEOOr>IES  AND  THE  MOST 

COMggrJ  CHEMOTHERAPEUTIC  AGENTS  USED  IN 

I HbSE  CASES.  TP16 

KNOWLEDGE  OF  MEDICAL  CONSEQUENCES  OF 

LONG  TERM  DRUG  USE.         v<^>'"^'^=>   ur-      ^^^^ 

ABILITY  TO  DELINEATE  CRITERIA 

INDICATIVE  OF  SUCCESSFUL  ACHIEVEMENT 

OF  CLIENT  GOALS.  rncvt..in.i      ^^^^ 

ABILITY  TO  USE  CLIENT  INFORMATION  TO 

DEVELOP  TREATMENT  PLANS  IN  COOPERATION 

WITH  CLIENT.  TPl"? 


12  3  4  5 


12  3  4  5  6  7 


12  3  4  5  6  7 


12  3  4  5  6  7 


12  3  4  5  6  7 


12  3  4  5  6  7 


12  3  4  5  6  7 


12  3  4  5  6  7 


PERSONNEL  FUNCTIONS 

KNOWLEDGE  OF  AGENCY  POLICY  AND  EQUAL 
EMPLOYMENT  OPPORTUNITY  GUIDELINES. 
GOVERNING  EMPLOYMENT  OR  USE  OF 
VOLUNTEERS. 

ABILITY  TO  WRITE  A  PRECISE  JOB 
DESCRIPTION  FOR  RECRUITMENT  OF  NEW 
PERSONNEL  THROUGH  AGENCY  SANCTIONED 
CHANNELS. 

ABILITY  TO  ASSIGN  W0.7K 
?ii?,9yiPik^II^S  TO  A  SUBORDINATE, 
IS^'^IiEyTR^^^'-°P"'^f^''"'=^L  NEEDS,  AND  PLAN 
SnScr5STSiy>.'^,-°'^'^L-°''  RENTED  PERFORMANCE 
SUPERVISORY  STRUCTURE. 

ABILITY  TO  0RIEr4T  NEW  OR  POTENTIAL 
EMPLOYEES  TO  THE  PURPOSE  AND 
PHILOSOPHY  OF  THE  AGENCY. 

ABILITY  TO  ORIENT  NEW  OR  POTENTIAL 
EMPLOYEES  TO  THE  FACILITIES. 

ABILITY  TO  ORIENT  NEW  OR  POTENTIAL 
EMPLOYEES  TO  THE  ROLE  EXPECTATIONS. 

ABILITY  TO  ORIENT  NEW  OR  POTENTIAL 
EMPLOYEES  TO  OaCANIZATION: 

ABILITY  TO  ORIENT  NEW  OR  POTENTIAL 
EMPLOYEES  TO  THE  SCHEDULE. 


PFOl 


PF03 


12  3  4  5  6  7 


PF02    12  3  4  5  6  7 


12  3  4  5  6  7 


PF04  12  3  4  5  6  7 

PF05  12  3  4  5  6  7 

PF06  12  3  4  5  6  7 

PF07  12  3  4  5  6  7 

PFOB  12  3  4  5  6  7 
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9>i.S^kl*I^I  'J^U'^SER  TO.T  EACH  ITEM  THAT  BEST  REFLECTS  YOUR  OPINION  OF  THE 
IMPORTANCE  OF  THE  STATEMENT  TO  PROFESSIONAL  LEVEL  MENTAL  HEALTH 
COUNSELORS.   l=LOWESr  PRIORITY 7=HIGHEST  PRIORITY      ^'^"^^'^ 


ABILITY  TO  ORIENT  NEW  OR  POTENTIAL 
EMPLOYEES  TO  THE  POLICY  AND 
PROCEDURES. 

ABILITY  TO  ORIENT  NEW  OR  POTENTIAL 
EMPLOYEES  TO  THE  CONFIDENTIALITY  LAWS. 

ABILITY  TO  COLLECT  DATA  ABOUT  EMPLOYEE 
DIFFICULTY  OR: GRIEVANCE  AND  MEDIATE  OR 
PROPOSE  SOLUTIONS  AND  ACTION  TO 
PREVENT  REOCCURRENCE. 

ABILITY  TO  EVALUATE  PERFORMANCE  OF 
SUBORDINATES  FOR  THE  PURPOSE  OF  SAr  ARY 
INCREASE.  PROMOriON  OR  FIRING. 

KNOWLEDGE  OF  STANDARDS  FOR  STAFF 
RELATIONS  AND  MANAGEMENT. 

KNOWLEDGE  OF  0:?GANIZATION  POLICIES  IN 
RELATION  TO  WO.'^K  TO  BE  DONE  UNDER 
SUPERVISION. 

ABILITY  TO  ACCEPT  ROLE  IN  AGENCY 
STRUCTURE  AND  FUNCTION  AS  PART  OF  WORK 
GROUP  OR  TEAM. 

KNOWLEDGE  OF  DIFFERENCES  BETWEEN 
ADMINISTRATIVE  AND  LINE  STAFF  DUTIES. 

ABILITY  TO  INTERVIEW  POTENTIAL 
EMPLOYEES.  ABILITY  TO  IMPLEMENT 
PERSONNEL  POLICIES  IN  PROCESS  OF 
HIRING.  PROMOTING.  AND  FIRING. 

ABILITY  TO  BAROIN  "TURF"  ISSUES  WITHIN 
AGENCY  SERVICES  TO  OBTAIN  A  BALANCED 
SERVICE  SYSTEM. 

KNOWLEDGE 
LAWS. . 


OF  FEDERAL  WAGE  AND  HOUR 


ABILITY  TO  NEGOTIATE  OR  MEDIATE  TO 
RESOLVE  STAFF  CONFLICT. 


PF09 
PFIO 

PFll 

PF12 
PF13 

PF14 

PF15 
PF16 

PF17 

PF18 
PF19 
PF20 


12  3  4  3  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 


INTAKE  PROCEDURES 

ABILITY  TO  DEMONSTRATE  BOTH  VERBAL  AND 
NON-VERBAL  ATTENDING  BEHAVIORS. 

ABILITY  TO  GENERATE  AN  ACCEPTING 
ATMOSPHERE  FOR  ESTABLISHING  RAPPOR 
WITH  CLIENTS  (SEE  INDIVIDUAL 
COUNSELING). 

Siih^X,^''^9  ^:<Pl-CRE  BEYOND  INFORMATION 
PROVIDED  BY  CLIENT. 

ABILITY  TO  IDENTIFY  ABRUPT  SHIFTS  IN 
CCNVERS/^TION  THAT  EXPOSE  THE  CLIENT'S 

ABILITY  TO  IDENTIFY  RECURRING 
SlSlfil;!^^^  ™*^'''  EXPOSE  THE  CLIENT'S 


IPOl 


IP02 


12   3   4    5   6  7 


12    3    4    5   6   7 


12    3   4    5    6   7 


12    3    4    5   6   7 


12    3    4    5    6   7 
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isiiti.-:i„i'igj;™'f?irfiirEfe:?F^^^^^  °^  ™^ 


00-5 


ABILITY  TO  IDENTIFY  NOTICEABLE 
OMMISSIONS  AND  INCONSISTENCIES  THAT 
EXPOSE  THE  CL I ENT^S  PROBLEM. 

T2It^JLI2^^5^:i'^^'^'''  CLIENT  METHPHORS 
THAT  EXPOSE  THE  CLIENT'S  PROBLEM. 

g|I,LIJY  TO  IDENTirY  NON-VERBAL 
ilHSyiS''^  ™'^^  EXPOSE  THE  CLIENT'S 

.  ABILITY  TO  CONTROL  AND  MANIPULATE 
SITUATIONAL  VARIABLES  AND  ASSESS  THEIR 
IMPACT  ON  THE  COUNSELING  INTERVIEW. 

ABILITY  TO  DISCUSS  SERVICES  AND  HELP 
CLIENT  DECIDE  WHETHER  TO  UTILIZE  THSM. 

PROBLEM  ^°  DEFINE  THE  CLIENT'S 

ABILITY  TO  DEFINE  FINANCIAL 
ARRANGEMENTS. 

,  ^Eik^rAjg/C^°^i?i!L?:'^"^^^^^°'^  ^° 

?Sikiri.!;?E^5^HSi.  ^""R^SSIONS  FROM 

fJli^'fpyi-S^*'^  °^    ■''H^  ESSENTIALS  CF  HISTORY 
TAKING. 

KNOWLEDGE  OF  INDICATIONS  AND 
CONTRAINDICATIONS  FOR  AN  ASSESSMENT. 

$§i'-i.I^.r'''9r.2gI''^''"INE  WHEN  CLIENT  NEEDS 
AgInCIeI  ^^f^^'^^I'^^l-y  MET  BY  OTHER 

ABILITY  TO  DETERMINE  THE  NEED  FDR 
PSYCHIATRIC  EVALUATION  OR 
PSYCHOLOGICAL  TESTING. 


IP06  12  3  4  5  6  7 

IP07  12  3  4  5  6  7 

IP08  12  3  4  5  6  7 

IP09  12  3  4  5  6  7 

IPIO  12  3  4  5  6  7 

,1P11  12  3  4  5  6  7 

IP13  12  3  4  5  6  7 

IPI4  12  3  4  5  6  7 

IP15  12  3  4  5  6  7 

IP16  12  3  4  5  6  7 

IP17  12  3  4  5  6  7 

IPIS  12  3  4  5  6  7 

IP19  12  3  4  5  6  7 


INTERVENTION  STRATEGIES 

KNOWLEDGE  OF  THE  RELATIONSHIP  OF 
^S^^§i'-92  ^.^jyS  OF  DEVELOPMENT  AND 
^^ct^^foJi  l^^e^fl^^.f'-  ASSUMPTIONS  AND 

KbSi'^f  HeSR^?V!ArM8g^L1f'-°r  ^-^ 

TLl?l^t5'''^^^9^  INTERACTION  EFFECT  OF 
ncSS?,T^=^^f."!5!^Q^^  '"'ND  INTERVIEW 
BEHAVIOR  ON  THE  IMPACT  ON  CLIENTS. 

Rl£S!?ig!:liHl?sr^"''°''  '^^    CLliSV-eVHER 


12  3  4  5  6  7 


12  3  4  5  6  7 


12  3  4  5  6  7 


12  3  4  5  6  7 


12  3  4  5  6  7 
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pncWTXvI°   'ASSUME    VARIOUS    THEORETICAL 

POSITIONS.  IS06         12    3    4    5   6   7         .  .  . 

Ti^biTX>J§   ^^^   VARIOUS   THEORETICAL 

TECHNIQUES.  IS07    12  3  4  5  6  7 

PQ8rb^S2lL.Srr,5S''^°^M^L  BEHAVIOR  OR 

PSVCHOPAThOLOOY.  IS03    12  34567 

KNOWLEDGE  OF  PSVCHOPHARMOCOLOGY.  IS09    12  3  4  5  6  7 

55KRHt^P5^  °^   PERSONAL  RATIONALE  OF 

COUNSELING  UNDERLYING  ONE'S  APPROACH 

TO  THE  COUNSELING  INTERVIEW.  ISIO    12  3  4  5  6  7 

KNOWLEDGE  OF  BEHAVIORS  OR  SKILLS  WHICH 

P!^';;'^!:i?^^SSHy§-'-°R  efi^ect i vIness  and 

CLIENT  GROWTH.  jg 

ABILITY  TO  USE  RESTATEMENT  OR 

PARAPHRASING  TO  MIRROR  THE  COGNITIVE 

OR  AFFECTIVE  CONTENT  OF  CLIENT 

^S^.TIil^^'^S  T°  FACILITATE  CLIENT 

°f°"™-  IS12    12  3  4  5  6  7 

ABILITY  TO  USE  OPEN-ENDED  QUESTIONING 
WHICH  ENCOURAGES  CLIENT    """^a  '  i'J"^"^ 

rlhn;5^''^°'"^"^^°"  T°  FACILITATE  CLIENT 

^I^OUrn.  IS13    12  3  4  5  6  7 

ABILITY  TO  USE  CLARIFICATION   ' 

STATEMENTS  TO  FACILITATE  CUIENT  • 

®''™™-  rS14    12  3  4  5  6  7 

ABILITY  TO  USE  PROBING  STATEMENTS  ,T0 

FACILITATE  CLIENT  GROWTH.      .    :        isi5    12  3  4  5  6  7 

CLIENrcRDUlTH^  ^'^^'^'^^  ■^°  FACILITATE   , 

CLIENT  GROWTH.  IS16    12  3  4  5  6  7 

KNOWLEDGE  OF  APPLICATION  OF  ALL  THF 

THEORETICAL  MODELS  IN  MENTAL  HEALTH 

**^^-^--  IS17    12  3  4  5  6  7 

KNOWLEDGE  OF  FACTORS  OF  HUMAN 

RfoFfeS??^!'''''"  ^Cl^  '^S  HUMAN  MOTIVATION, 

BIOLOGICAL,  PSYCHO-SOCIAL, 

SOCIAL-CULTURAL  AND  HUMAN  NEEDS.  ISIS    12  3  4  5  6  7 

KNOWLEDGE  OF  PSYCHODYNAMIC  AND 

RATIONAL  EMOTIVE  THEORIES.  IS19    12  3  4  5  6  7 

KNOWLEDGE  OF  LEARNING  THEORY  AND 

BEHAVIOR  MODIFICATION.  is20    12  3  4  5  6  7 

KNOWLEDGE  OF  LIFE  SPAN  DEVELOPMENT 

THEORY,  INCLUDING  CONCEPTS  OF  NEONATAL 

DEVELOPMENT,  EARLY,  r ID  AND  LATE 

ASn^^§?^r'^^'  ^^^^^    DEVELOPMENT,  AGING 

AND  DYING.  JS21    12  3  4  5  6  7 

KNOWLEDGE  OF  THE  KINDS  OF  SITUATIONS 

ESPEC  lipLY^'tlipJ^l'"  '°^'2  THEOR  lES  SEEM^ 

ESPECIALLY  USEFUi..  IS23    12  3  4  5  6  7 

KNOWLEDGE  OF  PERCEPTUAL-MOTOR 

DEVELOPMENT  THEORIES  (PIAGET).  IS24    12  3  4  5  6  7 

KNOWLEDGE  OF  INDICATIONS  AND 

?r^!?Z^e^f.'?IS^."^°^^  ™  "^^'"^^   H^'^^^H       J325    12  3  4  5  6  7 


200 


STEPHEtJ  EWALT 


CIRCLE  THE  NUMDER  FOf?  EACH  ITEM  THAT  BEST  REFLECTS  YOUR  OPIIMinM  DF  THF 
IMPORTANCE  OF.  THE  STATEMENT  TO  PROFESSIONAL  LEVEL  MENTAL  HEALTH 
COUNSELORS.   1=L0WEST.  PRIOR  ITY.  ...  7=HIGHesT  PRIORITY   ■   "'^'^'"l" 


KNOWLEDGE  OF  CRISIS  INTERVENTION 
THEORY.  ITS  APPLICATION  AND 
TECHNIQUES. 


12  3  4  5  6  7 


KNOWLEDGE  OF  THE  METHODS  OF  SOCIAL 

MODELS.  I.E.:  THCRAPEUnC  USE  GF  SELF. 

MILIEU  THERAPY,  ACTIVITY  THERAPIES. 

THERAPEUTIC  COMMUNITIES.  IS27    12  3  4  5  6  7 

KNOWLEDGE  OF  SPECIALIZED  INTERVENTION 

STRATEGIES  FOR  USE  WITH  DIVERSE 

SPECIAL  POPULATIONS  AND  PEOPLE.  IS28    12  3  4  5  6  7 

KNOWLEDGE  OF  THE  KNOWN  STRENGTHS  AND 

WEAKNESSES  OF  EACH  MODEL  OF 

THERAPEUTIC  MODEL  FOUND  IN  THE 

RESEARCH.  IS29    12  3  4  5  6  7 

KNOWLEDGE  OF  THE  THEORETICAL  BASIS  FDR 

CHEMICAL  AGENTS  IN  MENTAL  HEALTH 

INTERVENTION.  1530    12  3  4  5  6  7 

KNOWLEDGE  OF  THE  PHYSIOLOGICAL  AND 

BIO-CHEMICAL  INTERACTION  OF  THE 

CHEMICAL  AGENT  AND  THE  HUMAN  BODY.        IS31    12  3  4  5  6  7 

KNOWLEDGE  OF  THE  THERAPEUTIC  EFFECTS 

OF  THE  MOST  COMMONLY  USED 

CHEMOTHERAPEUT I C  AGENTS.  I.E.: 

ANTICONVULSANTS.  TRANQUILIZERS. 

SEDATIVES,  NARCOTICS.  ENERGIZERS.  ETC.    IS32    12  3  4  5  6  7 

KNOWLEDGE  OF  THE  TOXIC,  ALLERGIC  AND 

SIDE  EFFECTS  OF  CHEMICAL  AGENTS.  IS33    12  3  4  5  6  7 

KNOWLEDGE  OF  SPECIFIC  STRATEGIES  TO  BE 

UTILIZED  WITH  SPECIALIZED  TARGET 

PROBLEMS,  I.E..  CHILDREN,  PARENTS. 

COUPLES,  CHRONIC  PSYCHIATRIC  CLIENTS, 

TERMINALLY  ILL.  ETC.  IS34    12  3  4  5  6  7 

KNOWLEDGE  OF  SIMILARITIES  AND 

DIFFERENCES  AMONG  INDIVIDUAL.  FAMILY 

AND  GROUP  COUNSELING.  IS35    12  3  4  5  6  7 

KNOWLEDGE  OF  THE  BASIC  PRINCIPLES  AND 

TECHNIQUES  OF  SPECIFIC  THERAPEUTIC 

APPROCHES.  KNOWLEDGE  OF  LIMITS  OF 

PSYCHOTHERAPY.  IS36    12  3  4  5  6  7 

KNOWLEDGE  CF  MAJOR  THEORIES  OF 

ABNORMAL  BEHAVIOR:  ORGANIC, 

PSYCHOLOGIC.'-.L  AND  INTERPERSONAL. 

ABILITY  TO  USE  FEEDBACK  ON  NON-VERBAL 

BE  IS37    12  3  4  5  6  7 

GROWTH.  IS37    12  3  4  5  6  7 

ABILITY  TO  USE  MINIMAL  ENCOURAGERS  TO 

FACILITATE  CLIENT  GROWTH.  1538    12  3  4  5  6  7 

ABILITY  TO  USE  ATTENDING  BEHAVIORS  TO 

FACILITATE, CLIENT  GROWTH,  IS39    12  3  4  5  6  7 

ABILITY  TO  ADAPT  INTERVENTION 

TECHNIQUES  TO  NEW  OR  DIFFERENT 

SITUATIONS.  IS40    12  3  4  5  6  7 

KNOWLEDGE  OF  GENERAL  ROLE  OF  GENZTICS. 

AND  BIOCHEMISTRY  IN  RELATION  TO  SOMS 

MENTAL  DISORDERS.  "'        IS41    12  3  4  5  6  7 
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IMPQRTAtJcl  n-"— 2  K^^^^'CH  ITEM  THAT  BEST .  REFLECTS  YOUR  OPINION  OF  THE 

wut:^.i  ^^=rg  j^i^^igf^'p^T?.  r??9E^!is^iv  ^^yibi?^"^'^^  '^"^°" 


00-5 


ADMINISTRATIO.N 

Of'thFaGENCY?^*^"^  ^   SERVICE  COMPONcNT 

0F^AeFN:rv°/iMn''r7'?i^  '^N  ACCURATE  RECORD 

peri8dic^fi^?aC^^|^5r^^^°^  '"'°  ^''^^P^''^ 

lNFhRSlTTRr/?S'''i°^  SERVICE  PROGRAM 

<pug^?&^^iL^J?oAs'If'"'^''^°  ''^"^'^^ 

CLIENT'^NlFri^STTi'^'*'  ^'^°   DOCUMENT  UNMET 
LUENT  NEEDS  WITH  FREQUENCY  DATA. 

CLIPMT^wJPnP^VI^'^Y  "^ND  DOCUMENT  UNMET 
CLIENTS  NFPnT^i^B^H'^f'°'CTEftISTICS  OF 
tUIENTS  NEEDING  SERVICES. 

PRDGRlMMTSr°l^i'-°^  A  WRITTEN  PLAN 
PROGRAMMING  FOR  UNMET  NEEDS. 

AFFECTInI  ipnC9^^CY  MAKING  PROCESSES 

affecting  service  design  and  delivery. 
contrastino'^aV'^9I!'standing  the 

g°NTRAST I NG  ATTITUDES  AND  VIEWPOINTS 
METHnnSTn^^nC^^S'^'D  AGENCIES  AND 
VIEWS.      CONVEY  ACCEPTANCE  OF  THOSE 

PSYCMnPnorrA.  ^9^1'^^.,  FISCAL,  LEGAL  AND 
AND  Vts  ?^.PArT^P?.'-J^S  OF  MENTAL  HEALTH 

HUMANlERVI^ilfy's?^^."^^^  °''  ^"^ 
SUPEk5Iif^,S^A^V,^^  I^'^^IC  CONCEPTS  OF 

healthIervices."'^''^^^"^''^  '"^  "^"^^'- 

AND^ETHICAP^Tlt^^S^^I'f^NISTRATIVE,  LEGAL 
health  qiSbTrPi-^gHI'^'^O'-VED  IN  MENTAL 

managemInt-'''^^^  supervision  and 

PEPSONNeF    %cJ,'i%   T^f^'^NCIAL    AND 
•ADMINl'sfRATICN?^    "*   "^"■^^'-    ^^^^^^TH 

SE^y^I^T^grfS^^'s^^^g^J^x^ll^^ 

PARTicTplTE*^rf1^?i"-^^^  T°  ^^° 
WRITTEN  PL fw  en J^IL^E^^LOPMENT  OF  A 
needs;  MEEPING  IDENTIFIED 

BUDGET^  '^°  ^^^ELQo  a  NEW  PROGRAM 


ADOl  12  3  4  5  6  7 

AD03  12  3  4  5  6  7 

AD04  12  3  4  5  6  7 

ADOS  12  3  4  5  6  7 

AD06  12  3  4  5  6  7 

AD07  12  3  4  5  6  7 

ADOS  12  3  4  5  6  7 

AD09  12  3  4  5  6  7 

ADIO  12  3  4  5  6  7 

ADll  12  3  4  5  6  7 


A012 

AD13 
AD14 

ADIS 
AD16 


12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 

12  3  4  5  6  7 
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INDIVIDUAL  COUNSELING 

ABILITY  TO  PROVIDE  THE  SUPPORT  AND 
STRUCTURE  NEEDED  BY  A  CLIENT 
EXPERIENCING  A  PERIOD  OF  MEDICAL 
AND/OR  PSYCHOLOGICAL  EMERGENCY 
(CRISIS)  IN  PERSON  OR  BY  PHONE 

ABILITY  TO  ASSIST  CLIENTS  ON 
INDEPENDENT  LIVING  AND  JOB  SEARCHES. 

KNOWLEDGE  OF  THE  PROCESS  AND  WHAT  TO 
EXPECT  FROM  THE  PHYSICAL  METHODS  OF 

TDjf?I:iitiI^°I^,',_^-^-  •  ELECTROCONVULSIVE 
TREATMENT,  CHEMOTHERAPIES, 
HYDROTHERAPY  AND  PHYSICAL  THERAPY. 

KNOWLEDGE  OF  LOCAL  RECOURCES  TO 
AUGMENT  COUNSELING. 


00-5 


ICOl 


I  COS 


IC03 


12  3  4  5  6  7 


12  3  4  5  6  7 


12  3  4  5  6  7 


IC04 


12  3  4  5  6  7 


FAMILY  COUNSELING 

KNOWLEDGE  OF  VARIOUS  FAMILY 

INTERVENTION  THEORIES.   .  pcOl 

ABILITY  TO  COUNSEL  FAMILY  UNIT  TO 
IMPROVE  FUNCTIONING  OF  IDENTIFIED 
CLIENT  OR  FAMILY  AS  A  WHOLE.  FC02 

Tw?yb^?S?TS^  MEDIATION  TYPES  OF  FAMILY 
INTERVENTION.  FC03 

KNOWLEDGE  OF  THE  EFFECT  OF  CLIENT 

INSTITUTIONALIZATION  ON  FAMILY 

DYNAMICS  AND  SUBSEQUENT  BEHAVIOR.         FC04 

ABILITY  TO  ACCEPT  FAMILY  DECISIONS 

DIFFERING  WITH  COUNSELOR'S  VALUES.        FC05 

KNOWLEDGE  OF  FAMILY  SYSTEMS  AND 

SYSTEMS  INTERVENTION  TECHNIQUES.  FC06 

KNOWLEDGE  OF  CULTURAL  DIFFERENCES  AND 

?^S9.^'?bc.^°^SERNS  OF  SINGLE  PARENT 

FAMILIES.  FC07 

KNOWLEDGE  OF  CULTURAL  DIFFERENCES  AND 

SPECIAL  CONCERNS  OF  RECONSTITUTED 

FAMILIES.  FCOa 


12  3  4  5  6  7 


4  5  6  7 


4  5  6  7 


4  5  6  7 


4  5  6  7 


12  3  4  5  6  7 


12  3  4  5  6  7 


ASSESSMENT 

KNOWLEDGE  OF  MEASUREMENT  THEORY. 

KNOWLEDGE  OF  TEST  INSTRUMENTS  TO 
IDENTIFY  CLIENT  INTELLIGENCE; 

KNOWLEDGE  OF  TEST  INSTRUMENTS  TO 
IDENTIFY  CLIENT  INTERESTS, 

KNOWLEDGE  OF  TEST  INSTRUMENTS  TO 
iE5U|l^|N?^'^"^  PERSONALITY 


ASCI  12  3  4  5  6  7 
AS02  12  3  4  5  6  7 
AS03    12  3  4  5  6  7 


AS04 


12  3  4  5  6  7 
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CIRCLE  THE  MUHBER  FOR  EACH  ITEM  THAT  BEST  REFLECTt;  YOtJR  nPTMTnw  nc    tuc 


KNOWLEDGE  OF  TiZST  INSTRUMENTS  TO 
IDENTIFY  CLIENT  SELF-CONCEPT. 

KNOWLEDGE  OF  TEST  INSTRUMENTS  TO 
IDENTIFY  CLIENT  DESIRED  LIFESTYLE. 

Kc?l^b^Ri^^Pf^''.?9CESS£S  FOR  ASSESSING 
NEEDS  OF  CLIENTS,  AGENCIES, 
ORGANIZATIONS  OR  THE  COMMUNITY. 

KNOWLEDGE  OF. SOURCES  FOR  ASSESSING  AND 
OBTAINING  INFORMATION  ON  A  CLIENT'S 

ABILITY  TO  MAKE  ON-THE-SPOT 
DETERMINATIONS  OF  THC  TYPE  AND  EXTENT 
OF  SERVICE  REQUIRED  BY  CLIENTS  IN 
CRISIS. 

^^IkAT'lSPogSItlSN.^^-'^^'"^"  HISTORICAL 

BEHAVIOR ^°  OBSERVE  AND  RECORD  CLIENT 

ABILITY  TO  MAKE  PROFESSIONAL  JUDGMENTS 
RELATIVE  TO  CLIENT  PHYSICAL 
CAPACITIES. 

ABILITY  TO  MAKE  PROFESSIONAL  JUDGMENTS 
RELATIVE  TO  CLIENT  ATTENTION  SPAN.   ; 

ABILITY  TO  MAKE  PROFESSIONAL  JUDGMENTS 
RELATIVE  TO  CLIENT.  MOTIVATION. 

ABILITY  TO  DETERMINE  JOB  AND  ACADEMIC 
STATUS,-  INCLINATIONS  AND  ABILITIES  OF 
CLIENTS. 

ABILITY  TO  SUPERVISE  AND  COORDINATE  ' 
ASSESSMENT  PROCEDURES. 

ABILITY  TO  SELECT  AND  ADMINISTER 
PERSONALITY  TESTS.        ,         , 

ABILITY  TO  INTERPRET.  AND  REPORT  ON 
RESULTS  OF  ASSESSMENT./    '^'^""  '    "■'* 

KNOWLEDGE  OF  THE  LEVELS  OF  SEVERITY  OF 
THE  ABNORMAL  BEHAVIORS. 

KNOWLEDGE  OF  MANIFEST  SIGNS  OF 
ABNORMAL  BEHAVIORS. 

KNOWLEDGE  OF  THE  SYMPTOMS  FOR 
DIAGNOSING  CHEMICAL  DEPENDENCE. 

KNOWLEDGE  OF  THE  SIGNS  OF  CLIENT 
DETERIORATION. 

KNOWLEDGE  OF  THE  STRENGTHS  AND 
LIMITATIONS  Or  THOSE  INSTRUMENTS 
yj?FtX,^§^°  ^f^  ASSESSING  CLIENT  MENTAL 
■  ABILITIES. 

KNOWLEDGE  OF  THE  USE  AND 
INTERPRETATION  OF  STANDARDIZED  TESTS. 

KiSy^^S?^  °E„''''^^  "SE  OF  ASSESSMENTS  IN 
RiM;?r^R^J^;,  TREATMENT  PLANNING  AND 
CONDUCTING  MENTAL  HEALTH  TREATMENT. 


AS05  12  3  4  5  6  7 

ASO&  1  2  3  4  5  &  7 

AS07  12  3  4  5  6  7 

AS08  12  3  4  5  6  7 


AS09 

12    3    4    567 

ASIO 

12    3    4    5   6   7 

ASH 

12   3    4    5   6   7 

A512 

12    3   4    5   6   7 

AS13 

12   3   4    5   6   7 

AS  14 

1    2    3    4    5   6    7 

AS  15 

12   3    4    5   6   7 

AS16 

12   3   4    5  6   7 

AS17 

12   3   4   5   6   7 

AS22 

12   3   4   5   6   7 

AS23 

1    2   3   4    5  6   7 

AS24 

12   3   4   5  6   7 

AS25 

12   3   4   5  6   7 

AS26 

12    3    4    5   6    7 

AS27    12  3  4  5  6  7 
AS2B    12  3  4  5  6  7 

AS29    12  3  4  5  6  7 
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00-5 


$|i!-ITX  19  WORK  IN  COOPERATION  WITH 

TEbTING  SPECIALISTS  IN  ASSESSMENT.        AS30 

c?iTlJ^>7Y2M?iy?TS'^°  INTERPRET  MENTAL 

STATES  EXAMINATION.  AS31 

KNOWLEDGE  OF  ONE'S  PERSONAL  LIMITS  AS 

A  DIAGNOSTICIAN.    '' '=-"="^''"^^   Liniib  AS     ^^_^^ 

A3ILITY  TO  MAKE  PROFESSIONAL 
incS^'/^K"^^  RELATIVE  TO  CLIENT  SUICIDAL 
IDEATION.  ^334 

KNOWLEDGE  OF  PROJECTIVE  TECHNIQUES 

USED  TO  IDENTIFY  CLIENT  PROBLEMS.         AS35 

ABILITY  TO  USE  ASSESSMENT  DATA  TO 

PROVIDE  MEANINGFUL  OR  PRAGMATIC 

INFORMATION  TO  CLIENTS.  ^536 

ABILITY  TO  PREPARE  GRANTS.  AS37 

KNOWLEDGE  OF  SIGNS  OF  OVER 
PRESCRIPTION  AND  UNDER  PRESCRIPTION  OF 
CHEMOTHERAPEUTIC  AGENTS.    ^"^f^'^"'"  "•"    ^^^^ 


12  3  4  5  6  7 


12  3  4  5  6  7 


12  3  4  5  6  7 


12  3  4  5  6  7 


12  3  4  5  6  7 


12  3  4  5  6  7 


APPENDIX  K 
LETTER  OF  INSTRUCTIONS  FOR  ROUND  THREE 

Dear  Panel  Member, 

This  is  the  LAST  ROUND!!! 

Thank  you  for  your  responses  to  round  two  and  the  comments  added. 
Comment  is  the  primary  purpose  of  this  round.  In  any  opinion  survey 
there  are  informed  opinions  held  by  a  few  that  are  not  reflected  in 
the  statistics  of  the  majority.  Because  individuals  are  sometimes 
more  informed  in  an  area  than  the  group,  round  three  was  designed  to 
collect  those  outstanding  individual  opinions. 

The  questionnaire  enclosed  is  like  round  two  except  the  median, 
first  and  third  quartiles,  and  your  round  two  response  appear  to  the 
right  of  each  question.  You  should  check  your  past  response  to  see 
if  it  is  between  the  first  and  third  quartiles  (Ql  &  Q3).  Then, 
decide  whether  you  now  want  to  change  your  answer.  Circle  your  new 
response.  If  it. is  not  between  the  first  and  third  quartiles,  write 
the  item  number  and  a  short  statement  as  to  why  that  statement  is 
either  more  important  or  less  important  than  the  groups  opinion  of  it. 

Example 

Knowledge  of  the  use  of  Ql   M  Q3  You 

M  &  M's  as  reinforcers     IS65  1  2  3  4  5  6  7   4.5  6  7  4 

Knowledge  of. . . 
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Be  sure  to.  circle  an  answer  for  each  item,  otherwise,  the  round 
three  medians  may  be  too  high  or  too  low  because  of  lack  of  your  in- 
fluence.: A  blank  response  has  no  value.  A  one  response  is  a  strong 
negative  and  a  seven  is  a  strong  positive.  Make  your  effect  on  the 
item  instead  of  it  affecting  you.  Corrections  have  been  made  to  a 
few  items;  they  appear  without  medians.  Your  comments  on  them  are 
welcomed. 

The  results  of  round  three  (medians,  interquartile  ranges,  and 
comments)  will  be  used  in  the  final  report  and  in  construction  of  a 
nationwide  certification  examination.  The  level  of  the  professional 
mental  health  counselor  is  a  Master's  degree  or  above  in  a  mental 
health  discipline  employed  full-time  with  major  responsibility  in 
direct  client  services,  for  two  years  or  more.  Please  consider  this 
to  be  your  frame  of  reference.  Thank  you  for  your  prompt  response 
in  the  past.  This  round  is  due  January  20  for  tabulation.  A  report 
of  the  results  will  be  sent  to  you  and  your  Director  the  first  week 
in  February.  Thank  you  for  your  participation. 

Happy  New  Year, 


Dan  A.  Corley 
Study  Monitor 


APPENDIX  L 
ROUND  THREE  QUESTIONNAIRE 


EXAMPLE 

00-0 

ON  FIRST  PAGE.**   l=C85EiT'?^?SR??Yf f !=9=AIinESr^g?^Jl?r'-  ''^^"'^?\^^S^Q3  YOU 
USE  THIS  PAGE  AS  A  COMMENT  PAGE  IN  THE  FOLLOWING  MANNER: 

h^  TS;:^i«E^Qi^ii?S''fiR^i5Tt[:'E'lS-^^Vh^B^JI^?f.  I^^.b^'^^^s  OF  Qi  f 

FOR  THAT  ITEM),  WRITE  THE  ITEM  NUMBER  ^1  r^'^Jp'rl'.  SSR=?Sg^S£!.^^SPONSE 
YOUR  OPINION  OF  THAT  ITEM  IN  THE  SpfcF  Iti  nu''^^^<i.r'^'^R,,Ty?„?^'^SON  FOR 
IF  NECESSARY.  SPACE  BELOW.   USE  ADDITIONAL  PAPER 
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EXAMPLE  00-0 

GIVEN  YOUR  ROUND  2  ANSWER  AND  THE  GROUP  RESPONSE,  CIRCLE  THE  N!1M3ER 

WHICH  NOW^REFLECTS  YOUR  OPINION  OF  EACH  ITEM.  ■»»ADDITIONAL  INSTRUCTIONS 

ON  FIRST  PAGE.**   1=LCW£ST  PR lORITY.  .  .  7=HIGHEST  PRIORITY         Ql  MED  Q3  YOU 

INTAKE  PROCEDURES 

ABILITY  TO  DEMONSTRATE  BOTH  VERBAL  AND 

NON-VERBAL  ATTENDING  BEHAVIORS.  IPOl    12  3  4  5  6  7   6,0  7.0  7.0    7: 

ABILITY  TO  GENERATE  AN  ACCEPTING 

ATMOSPHERE  FOR  ESTABLISHING  RAPPOR 

WITH  CLIENTS  (SEE  INDIVIDUAL 

COUNSELING).  IP02    12  3  4  5  6  7   6.0  7.0  7.0   7 

ABILITY  TO  EXPLORE  BEYOND  INFORMATION 

PROVIDED  BY  CLIENT.  IP03    12  3  4  5  6  7   6.0  7.0  7.0    6 

ABILITY  TO  IDENTIFY  ABRUPT  SHIFTS  IN 

CONVERSATION  THAT  EXPOSE  THE  CLIENT'S 

PROBLEM.  1P04    12  3  4  5  6  7   6.0  7. 0  7. 0   6 

ABILITY  TO  IDENTIFY  RECURRING 

REFERENCES  THAT  EXPOSE  THE  CLIENT'S 

PROBLEM.  IP05    12  3  4  5  6  7   6.0  6.0  7.0   7 

ABILITY  TO  IDENTIFY  NOTICEABLE   ■ 

OMMISSIONS  AND  INCONSISTENCIES  THAT' 

EXPOSE  THE  CLIENT'S  PROBLEM.  IP06    12  3  4  5  6  7   6.0  7.0  7.0    6 

ABILITY  TO  IDENTIFY  CLIENT  METHPHORS 

THAT  EXPOSE  THE  CLIENT'S  PROBLEM.         IP07    1234567   5. 0  6.0  7.0    6 

ABILITY  TO  IDENTIFY  NON-VERBAL 

BEHAVIORS. THAT  EXPOSE  THE  CLIENT'S 

PROBLEM.  :POa    12  3  4  5  6  7   5. 5  6. 0  7.0   6 

ABILITY  to  CONTROL  AND  MANIPULATE 

SITUATIONAL  VARIABLES  AND  ASSESS  THEIR 

IMPACT  ON  THE  COUNSELING  INTERVIEW.;       IP09    12  3  4  5  6  7   4.  5  5. 0  6. 0    5 

ABILITY  TO, DISCUSS  SERVICES  AND  HELP, 

CLIENT  DECIDE  WHETHER  TO  UTILIZE  THEM.    IPIO    12  3  4  5  6  7   5.0  6. 0  7. 0    4 

ABILITY  TO  DEFINE  THE  CLIENT'S 

PROBLEM.  s   IPll    12  3  4  5  6  7   6. 0  7.0  7.0   7 

ABILITY  TO  DEFINE  FINANCIAL 

ARRANGEMENTS.  IPi3    1234567   4.0  5.0  6.0   4 

ABILITY  TO  PROVIDE  ORIENTATION  TO 

CLIENT  AND/OR  FAMILY.  IP14    1234567   5.0  6.0  7.0    4 

ABILITY  TO  RECORD  IMPRESSIONS  FROM 

INTAKE  INTERVIEWS.  IP15    12  3  4  5  6  7   6.0  6.0  7.0    3 

KNOWLEDGE  OF  THE  ESSENTIALS  OF  HISTORY 

TAKING.  IP16         1234567      6. 0   6. 0   7.0        3 

KNOWLEDGE  OF  INDICATIONS  AND 

CONTRAINDICATIONS  FOR  AN  ASSESSMENT.      1P17    12  3  4  5  6  7   5.0  6.0  7.0    5 

ABILITY  TO  DETERMINE  WHEN  CLIENT  NEEDS 

ARE  MORE  EFFECTIVELY  MET  BY  OTHER 

AGENCIES.  IPia    12  3  4  5  6  7   6.0  7.0  7.0   6 

ABILITY  TO  DETERMINE  THE  NEED  FOR 

PSYCHIATRIC  EVALUATION  OR  ^~ 

PSYCHOLOGICAL  TESTING.  IP  19    1  2  3  4  5  6  7   6. 0  7. 0  7. 0   (J 
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EXAMPLE 

GIVEN  YOUR  RDtJ^4D  2  ANSWER  AND  THE  GRnUP 
H!i^£';'oS9"o''^f''-E'^TS  YOUR  OPINION  OF  EACH 
ON  FIRST  PAGE. ♦»   1=LCWEST  PR lORITY. . . 7= 

GENERAL  COUNSELING 

ABILITY  TO  FACILITATE  REALITY-BASED 
FEEDBACK  TO  CLIENTS. 

RESPONSIBILITY^^"  ^^°   ENCOURAGE  CLIENT 

ABI!-|TXK,''"Sr-E?J'^'5'-ISH  GOALS  MARKING  THE 
SOLUTION  OF  CLIENT  PROBLEMS  WHICH  ARE 
MUTUALLY  ACCEPTABLE.  >»nL^.n    «r(t 

ABILITY  TO  SELECT  AND  JUSTIFY 
INTERVENTION  TECHNIQUES. 

ABILITY  TO  KEEP  APPOINTMENTS  ON  TIME. 

ABILITY  TO  STRUCTURE  THE  INTERVIEW  BY 
EXPLAINING  TO  THE  CLIENT(S)  THE  NATURE 
SUCH  AS  TIME        PROCEDURAL  LIMITS 

SKILL  AT  PROVIDING  EMPATHETIC 
UNDERSTANDING  OF  THE  CLIENT  AT  ABOVE 
AVERAGE  LEVELS  ON  COMMON  SCALES. 

SKILL  AT  COMMUNICATING  RESPECT  FOR  THE 
INDIVIDUAL  INTEGRITY  OF  THE  CLIENT  AT 
ABOVE  AVERAGE  LEVELS  ON  COMMON  SCALES. 

SKILL  AT  CONCRETENESS  OF  EXPRESSION  IN 
THE  COUNSELING  RELATIONSHIP  AT  ABOVE 
AVERAGE  LEVELS  ON  COMMON  SCALES. 

SKILL  AT  COMMUNICATING  GENUINENESS  IN 
COUNSELING  AT  ABOVE  AVERAGE  LEVELS  ON 
COMMON  SCALES. 

SKILL  AT  APPROPRIATE  SELF-DISCLOSURE 
IN  COUNSELING  AT  ABOVE  AVERAGE  LEVELS 
ON  COMMON  SCALES. 

SKILL  AT  CONFRONTATION  IN  THE 
COUNSELING  RELATIONSHIP  AT  ABOVE 
AVERAGE  LEVELS  ON  COMMON  SCALES. 

ABILITY  TO  PROVIDE  IMMEDIACY  TO 
COUNSELOR-CLIENT  INTERACTIONS  IN 
COUNSELING  AT  ABOVE  AVERAGE  LEVELS  ON 
COMMON  SCALES. 

SKILL  AT  DEMONSTRATING  INTEREST  IN  THE 
CLIENT'S  PROBLEM  AT  ABOVE  AVERAGE 
LEVELS  ON  COMMON  SCALES. 

SKILL  AT  DEMONSTRATING  AWARENESS  OF 
CONTENT  AND  FEELING  IN  COUNSELING 
SESSIONS  AT  ABOVE  AVERAGE  LEVELS  ON 
COMMON  SCALES. 

!Kn'-^-^J,SXg''?S""''®  CLEARLY.  THOUGHTS 
AND  FtELINGS  IN  COUNSELING  AT  ABOVE 
AVERAGE  LEVELS  ON  COMMON  SCALES.  : 

SKILL  AT  DEMONSTRATING  FLEXIBILITY  IN 
^5?i?l^.r''Fy.'^^^°''  IN  COUNSELING  AT  ABOVE 
AVERAGE  LEVELS  ON  COMMON  SCALES. 

fS'^*sT^JL?in?Ki'?g;^LtL!r^b^-'°^'^^^^'^^^ 

BN'-COi'lSS^"I^^L^I.^°°''^  ^^^''^^^  ^^'^^'-S 


00-0 

RESPONSE,  CIRCLE  THE  NUMBER 
ITEM.  *»ADDITIONAL  INSTRUCTIONS 
HIGHEST  PRIORITY         Ql  MED  Q3  YOU 


COOl  12  3  4  3  6  7   6.0  7.0  7.0  6 

C002  1  2  3  4  3  6  7   6. 0  7. 0  7.0  7 

C003  1  2  3  4  3  6  7  6.0-7.0  7.0  7 

C004  12  3  4  3  6  7  6.  0  6. 0  7. 0  6 

CQ05  1  2  3  4  5  6  7  6.0  7.0  7.0  7 

C006  1234367  3.0   6.0   7.0  6 

C007  1234367  6.  0   7.  0   7.  07 

C008  12  3   4    5   6  7  6.0   7.0   7.0  7 

C009  12   3    4    5   6   7  5. 3    7.0   7.0  6 

COlO  12  3   4    3  6  7  6.0   7.0   7.0  7 

coil  1234367  5.0   7.0   7.0  7 

C012  1234567  6.  0   7. 0   7.  0  7 

C013  1    2  3   4    5   6   7  5. 0   6. 0   7. 0  7 

Cai4  12  3   4    5   6  7  6.0   7.0   7.0  6 

C015  12  3  4  5  6  7  6.0  7.0  7.0  7 

C016  12  3  4  5  6  7  6.0  7.6  7.0  7 

C017  12  3  4  3  6  7  6.0  6.0  7.0  6 

COlS  12  3  4  3  6  7  6.0  6.0  7.0  5 
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EXAMPLE  «„  „ 

00-0 

SKILL  AT  RELATIVE  SPONTANEITY  IN  THE 

COUNSELING  RELATIONSHIP  AT  ABOVE 

AVERAGE   LEVELS   ON   COilMON   SCALES.  COl?         1234S673.0   6.0   7.03 

fil^^th-'^Ir.P.Si'^'®, RELAXED  AND  COMFORTABLE 

lil.rlt'lT'^P^.'liF'-^'^®  SESSION  AT  ABOVE 

AVERAGE  LEVELS  ON  COMMON  SCALES.  C020    1234567   6.06.07.0   6 

nc°fc-h^c?fMR^  ■'■"^  BEHAVIORAL  TECHNIQUE 

OF  MODELING.  moi  i^-ijiK^-.   ^>,... 

LUsil  1234567      4.0    5.0   6.0         4 

KNOWLEDGE  OF  THE  BEHAVIORAL  TECHNIQUE 

OF  BEHAVIORAL  REHEARSAL.  ^"^  C022    12  3  4  5  6  7   4.0  5.0  6.0    4 

Sy°^'bfSiSr,9E..Itll  BEHAVIORAL  TECHNIQUES 

OF  REINFORCEMENT  AND  EXTINCTION.  C023    1234  567   4.03.06.0    4 

ft^°^-b5?!^fr,S^.  ■'■yS  BEHAVIORAL  TECHNIQUE 

OF  BEHAVIORAL  CONTRACTS.  C024    12  3  4  5  6  7   4.0  5.0  6.0   6 

ABILITY  TO  PERFORM  EXPERIENTIAL 

TECHNIQUES  OF  PLAY  THERAPY  WITH 

CHILDREN.  C025         1234567      3.04.05.0        6 

ABILITY  TO  PERFORM  EXPERIENTIAL 

TECHNIQUES  OF  PSYCHODRAMA  WITH  ADULTS.    C026    12  3  4  5  6  7   3.0  4.0  5.0   4 

ABILITY  TO  PERFORM  GESTALT 

EXPERIENTIAL  TECHNIQUES.  C027    1234567   3.04.05.0    6 

£S9!i!;?5S5  2^  ^^^   COMMON  GOALS  AND  CORE 

PRACTICES  OF  MENTAL  HEALTH  COUNSELING 

REGARDLESS  OF  ACADEMIC  OR 

ENVIRONMENTAL  TRAINING.  C028    12  3  4  3  6  7   3.0  6.0  7.0    7 

KNOWLEDGE  OF  ROLES  AND  FUNCTIONS  OF 

THE  VARIOUS  LEVELS  OF  MENTAL  HEALTH 

WORKERS  IN  THE  MENTAL  HEALTH  TEAM.        C029    1234567   5.0  6.0  7.0    5 

KNOWLEDGE  OF  THE  STEPS  FOR  TERMINATING 

A  THERAPEUTIC  RELATIONSHIP.     ^'^«'^'^^   ^^3^    1  2  3  4  5  6  7   6. 0  6.0  7. 0   5 

ABILITY  TO  MATCH  TECHNIQUES  TO 

PERSONAL  ABILITIES.  c031    1  2  3  4  5  6  7  6. 0  6. 0  7.0   5 

ABILITY  TO  JUDGE  WHEN  TECHNIQUES  ARE 

APPROPRIATE  AND  MEANINGFUL  TO  THE 

'■  C032    12  3  4  5  6  7   6.0  7.0  7.0   7 

KNOWLEDGE  OF  PARADOXICAL  INTENTION.       CQ33    1234567  4.0  5.0  6.0   6 
KNOWLEDGE ^ OF _ SYSTEMAT I C 

3 

5 


DESEN3ITIZATI0N.  C034    12  3  4  3  6  7   4.0  5.0  6.0 

KNOWLEDGE  OF  TRANSFERENCE  AND 

COUNTERTRANSFERENCE  ISSUES.  C035    123436  7   30607  0 

P^b^JXL"?E§^?Sgg^^lE"?l^pig^S?^'-°'''^ 

INTERACTION  WITH  A  CLIENT:^''  C036    12  3  4  5  6  7   6.0  7.0  7.0 

KNOWLEDGE  OF  DIFFERENT  EFFECTS  OF 

SHORT  AND  LONG  TERM  COUNSELING.  C037    1  2  3  4  S  6  7   5. 0  6. 0  7. 0 

f'5Jk.^,L'^tT9T?l5^°''"  HYPNOTHERAPY 

(VISUALIZATION).  rmp    io'^^ie^.-.   «« 

CU38    1234567   2. 0  3. 0  4.0 
ABILITY  TO  PERFORM  ANY  EXPERIENTIAL 
TECHNIQUE  WITHIN  THE  COUNSELOR'S 
TRAINING  AND  EXPERIENCE.  C039    12  3  4  5  6  7   4.0  5.0  6. B 
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EXAMPLE 


00-0 


R.'^.VI'''  XSH"  RO^^ND  2  ANSWER  AND  THE  GROUP  RESPONSE,  CIRCLE  THE  NUMBER 

ffi'£ynS?"=5f£'-^'=^S,'^°U''  OPINION  OF.  EACH  ITEM.  •»ADDI T I ONAL  INSTRUCTIONS 

ON  FIRST  PAGE.**   1=L0WEST  PRIORITY.  ..  7=HIGHEST  PRIORITY         Ql  MED  03  YOU 

ABILITY  TO  RECOGNIZE  THE  CLIENT'S 
DEFENSE  MECHINISMS. 


ABILITY  TO  FACILITATE  EXPRESSIONS  OF 
FEELING  FOR  THERAPUTIC  CHANGE. 

ABILITY  TO  FOSTER  CLIENT  INDEPENDENCE 
AND  SELF-SUFFICENCY. 


Ca40         1234S67      6.0   6.0   7.0 
C041  1    2   3   4    5   6   7      6.0   7.0   7.0 

0042         12  3   4    5   6   7      6.0  7.0   7.0 


FOLLOW-UP 

ABILITY  TO  ESTABLISH  A  FOLLOW-UP  PLAN 

FOR  TERMINATED  AND  REFERRED  CLIENTS.      FUOl 

ABILITY  TO  MA/,E  FOLLOW-UP  CONTACT  OR 

HOME  VISITS  TO  CLIENTS.  FU02 

ABILITY  TO  MAINTAIN  FOLLOW-UP  FILES.      FU03 

ABILITY  TO  USE  FOLLOW-UP  INTERVIEWS  TO 

SPOT  PROBLEMS  EARLY  AND  PREVENT 

READMISSIONS.  FU04 

ABILITY  TO  COMMUNICATE  INTEREST  AND 

CONCERN  FOR  CLIENT'S  CONTINUED 

WELL-BEING  FOLLOWING  TERMINATION.  FU05 


12  3  4  5  6  7  5.0  5.0  6.0 

1234567  4.  0  5. 0  6.  0 

1234567  4.0  5.0  6.0 

1234567  5.0  6.0  7.0 

1234567  5.  0  6. 0  7.0 


CONSULTATION 

KNOWLEDGE  OF  THE  COUNSELOR'S  OWN 
LIMITATIONS  AND  RESPONSIBILITIES  IN 
SEEKING  AND  PROVIDING  CONSULTATIVE 
HELP. 

KNOWLEDGE  OF  MEASUREMENT  INSTRUMENTS 
AND  TECHNIQUES  APPROPRIATE  TO  THE 
CONSULTATIVE  PROCESS. 

KNOWLEDGE  OF  THE  ROLE  OF  THE  COUNSELOR 
IN  VARIOUS  CONSULTATION  SITUATIONS. 

ABILITY  TO  COUNSEL  WITH  STAFF  MEMBERS 
FOR  ALLEVIATION  OF  PERSONAL  CONCERNS. 

ABILITY  TO  USE 

EXPLANATION-INTERPRETATION  IN 
CONSULTATION. 

ABILITY  TO  USE  MODELING  IN 
CONSULTATION. 

ABILITY  TO  USE  RECOMMENDATION  IN 
CONSULTATION. 

SgibiJTA??ofif^  '-''^  TERMINOLOGY  IN 

ABILITY  TO  ANALYZE  CIRCUMSTANCES  TO 
IDENTIFY  DESIRED  OUTCOME  OR  GOALS  OF 
CONSULTATION. 

ABILITY  TO  PROVIDE  TECHNICAL 
ASSISTANCE  TO  COMMUNITY  PROGRAMS. 


CSOl  12345676. 0  7.0  7.0  7 

CS02  1234567  4.0   5.0   5.0  4 

CS03  1234567  5.05.06.0  6 

CS04  1234567  4.0   5.0  6. 0  5 

CS05  12  3   4   5  6   7  4.0   5.0  6.0  6 

CS06  1234567  4. 0   5. 0  6.0  7 

CS07  12  3   4   5   6  7  5. 0   5. 0  6.  0  6 

CS08  1234567  5.0   6.0   7.0  7 

CS09  1234567  5. 0   6. 0   6. 0  6 

CSIO  1234567  4.0   5.0   5.0  5 
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EXAMPLE  00_0 

GIVEfJ  YOUR  ROUND  2  ANSWER  AND  THE  GROUP  RESPONSE.  CIRCLE  THE  NUMBER 

WHICH  NOW  REFLECTS  YOUR  OPINION  OF  EACH  ITEM.  *«ADDITIONAL  INSTRUrTTnMc? 

ON  FIRST  PAGE.**   1=L0WEST  PRIORITY::.  7=HIGHEST  PRIORITY       ^orMED  03  YOU 

ABILITY  TO  FUNCTION  AS  LIAISON  WITH 

COMMUNITY  AGENCIES  AND  ORGANIZATIONS.     CSll    12  3  4  5  6  7   4. 0  5, 0  6.0   7 

KNOWLEDGE  OF  PROCESS  OF  CONSULTATION. 

COMMUNITY  PLANNING.  PUBLIC  EDUCATION 

AND  THE  LEGISLATIVE  AND  ADMINISTRATIVE 

PROCESS.  CS12    1  2  3  4  5  6  7   3.0  4.0  5.0   4 

KNOWLEDGE  OF  ORGANIZATIONAL 

DEVELOPMENT  THEORIES  AND  APPLICATIONS 

IN  MENTAL  HEALTH.  CS13    12  3  4  5  6  7   3.0  4.0  5.0    4 

KNOtvLEDGE  OF  SYSTEMS  THEORY.  CS14    12  3  4  5  6  7   4.0  5.0  6.0    7 

KNOWLEDGE  OF  DIFFERENT  MODELS  AND 

THEORIES  OF  CONSULTATION.  CS15    12  3  4  5  6  7   3.0  5.0  5.8    4 

KNOWLEDGE  OF  ORGANIZATIONAL  AND  LARGE 

GROUP  DYNAMICS.  CS16    12  3  4  5  6  7   3.0  5.0  5.8    7 

ABILITY  TO  UNDERSTAND  COMMON 

TECHNIQUES  AND  MEDICAL  TERMS  USED  IN 

MENTAL  HEALTH  SETTINGS.  CS17    1234567   5.06.07.0    6 


EVALUATION  AND  RESEARCH  FUNCTIONS 

ABILITY  TO  ESTABLISH  A 

HYPOTHESIS/OUTCOME  MEASURE  FOR  A 

RESEARCH  OR  EVALUATION  DESIGN.  EFOl    1234567   2. 03040 


ABILITY  TO^ESTABLISH  A  SCHEDULE  FOR  A 

RESEARCH  OR  EVALUATION  DESIGN.  EF02    12  3  4  5  6  7   2.0  3.0  4.0   3 

ABILITY  TO  SELECT  SUBJECTS  FOR  A 

RESEARCH  OR  EVALUATION  DESIGN.  EF03    1  2  3  4  5  6  7   2. 0  3. 0  4. 0   3 

ABILITY  TO  PLAN  OR  OUTLINE 

STEP-BY-STEP  PROCEDURES  FOR  RESEARCH 

OR  EVALUATION.  EF05    12  3  4  5  6  7   2. 0  3. 0  4. 0    3 

ABILITY  TO  EVALUATE  EFFECTIVENESS  OF 

TREATMENT  AND  ASSESSMENT  PROCEDURES.      EF06    1234567   3.0  5.0  5.0    6 

ABILITY  TO  ANALYZE  DATA  AND  MODIFY 

EVALUATION  DESIGN  OR  CONTINUE  TO 

MONITOR  PROGRAM  AS  INDICATED.  EF07    1234567   2.0  3.0  4.0    4 

ABILITY  TO  PROCESS  DATA  AND  FORMULATE 

RECOMMENDATIONS  AS  REQUIRED  BY 

EVALUATION  RESEARCH  DESIGN.  EF08    12  3  4  5  6  7   2.0  3.0  4.0    3 

KNOWLEDGE  OF  STANDARD  PROCEDURES  FOR 

COLLECTING,  ROUTING  AND  ANALYZING 

MENTAL  HEALTH  BEHAVIORS.  EF09    1234567   2.0  3.0  5.0    5 

KNOWLEDGE  OF  PROBLEMS  INVOLVED  IN 

CONDUCTION  OF  MENTAL  HEALTH  RESEARCH.     EFIO    12  3  4  5  6  7   2.0  4.0  5.0    4 

KNOWLEDGE  OF  ANALYSIS  OF  THE  RESULTS 
OE  OTHER  RESEARCH  REPORTS  AND  THE 
$E^4£SJ1$N  OF  THE  INTERPRETATION  OF 
iyiT?l£25J  ^°  MENTAL  HEALTH  SERVICES 
REFINEMENT.  FP 


$B^^iJTT^°cS^5bL^"^'-  ''^^^'^''*^"  ^° 


12345672.  0  4.  0  5.0 
1234567   3.0  4.0  5.0 
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EXAMPLE 


00-0 


erVEM  YOUR  ROUND  2  ANSWER  AND  THE  GROUP  RESPONSE,  CIRCLE  THE  NI/mufr 

SS^S^nS?"o?IE'-ECTS  YOUR  OPINION  OF  EACH  ITEM.  SIaODITIONAL  INSTRUCTIONS 

ON  FIRST  PAGE.**   1=LCWEST  PRIORITY.  ..  7=HIGHEST  PRIORITY         Qi  MED  Q3  YOU 

ABILITY  TO  ACCURATELY  INTERPRET 

EVALUATION  RESULTS.  EF14 


ABILITY  TO  DESIGN  EVALUATION  AND 
METHODOLOGY  APPROPRIATE  TO  THE 
EVALUATION  PROBLEM. 


1234S67   3.  0  4.  5  3.  9 


12  3  4  5  6  7   2.0  3.0  4.0 


ADMINISTRATION 

ABILITY^TO^DIRECT  A  SERVICE  COMPONENT 

fti^'riIX^I°»r''^^NTAIN  AN  ACCURATE  RECORD 
SS^fgS'^SV^y''  CLIENT  FUNDS  AND  PREPARE 
PERIODIC  FISCAL  REPORTS. 

^Sltll^^ TO  PROVIDE  SERVICE  PROGRAM 
INFORMATION  TO  INTERESTED  PARTIES 
<PUBLIC  RELATIONS). 

ABILITY  TO  IDENTIFY  AND  DOCUMENT  UNMET 
CLIENT  NEEDS  WITH  FREQUENCY  DATA. 

ABILITY  TO  IDENTIFY  AND  DOCUMENT  UNMET 
CLIENT  NEEDS  WITH  CHARACTERISTICS  OF 
CLIENTS  NEEDING  SERVICES. 

ABILITY  TO  DEVELOP  A  WRITTEN  PLAN 
PROGRAMMING  FOR  UNMET  NEEDS. 

KNOWLEDGE  OF  POLICY  MAKING  PROCESSES 
AFFECTING  SERVICE  DESIGN  AND  DELIVERY. 

KNOWLEDGE  OF  UNDERSTANDING  THE 
CONTRASTING  ATTITUDES  AND  VIEWPOINTS 
OF  OTHER  GROUPS  AND  AGENCIES  AND 
METHODS  TO  CONVEY  ACCEPTANCE  OF  THOSE 
VIEWS. 

KNOWLEDGE  OF  SOCIAL.  FISCAL,  LEGAL  AND 
PSYCHOLOGICAL  ISSUES  OF  MENTAL  HEALTH 
AND  ITS  IMPACT  ON  THE  REST  OF  THE 
HUMAN  SERVICES  SYSTEM. 

KNOWLEDGE  OF  THE  BASIC  CONCEPTS  OF 
SUPERVISION  AND  MANAGEMENT  IN  MENTAL 
HEALTH  SERVICES. 

KNOWLEDGE  OF  THE  ADMINISTRATIVE,  LEGAL 
AND  ETHICAL  ISSUES  INVOLVED  IN  MENTAL 
HEALTH  SERVICES  SUPERVISION  AND 
MANAGEMENT, 

KNOWLEDGE  OF  THE  FINANCIAL  AND 
^ISfS'i'Slk.ifS'J^S  IN  MENTAL  HEALTH 
ADMINISTRATION. 

ABILITY  TO  COMMUNICATE  WITH 
ADMINISTRATIVE  SPECIALISTS. 

ABILITY  TO  CONTRIBUTE  TO  AND 
f.^^IiCIP^TE  IN  THE  DEVELOPMENT  OF  A 
WRITTEN  PLAN  FOR  MEETING  IDENTIFIED 
NcEU£>. 

BUDGET^  TO  DEVELOP  A  NEW  PROGRAM 


ADOl  1234567  3.0   4.0   5.5  6 

AD03  1    2   3   4    5    6   7  1.0   3.0   4.0  4 

AD04  12  3   4   5   6   7  4.0    5.0  6.0  6 

AD05  1234567  3. 0  4. 0   5.0  4 

AD06  1234567  3. 0  4. 0   5. 8  4 

AD07  1234567  3.0   4.0   6.0  5 

ADOS  1234567  3. 0   5. 0   5. 5  5 

AD09  12  3   4   5   6  7  3.0   5.0   5.0  5 

ADIO  1234567  3.0   4.0   5.0  5 

ADll  12  3   4   5  6  7  4. 0   5. 0  6. 0  5 

ADi2  1234567  3.3   5.0  6.0  6 

AD13  1234567  2.0    4.0    5.0  4 

AD14  12  3   4   5   6   7  4. 0   5. 0   6. 0  5 

AD15  12  3   4   5   6   7  3. 0   5. 0   6.  0  5 

AD16  12  3   4   5   6   7  2. 0   3. 0   5. 0  5 
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EXAMPLE 

GIVEN  YOUR  ROUND  2  ANSWER  AND  THE  GROUP 
WHICH  NOW  REFLECTS  YOUR  OPINION  OF^EACH 
ON  FIRST  PAGE.**   1=LCWEST  PRIORITY. .. 7= 

RESEARCH  AND  EVALUATION  METHODS 

IJ^Si'-'ViS^I^OE-™^  SCIENTIFIC  METHOD  AS 
SE?hiS?K.I°  SOCIAL  AND  BEHAVIORAL 
PHEhurlENA. 

KNOWLEDGE  OF  RESEARCH  DESIGNS. 

SyP'?H9Pf^°'^  ■'^•^^  VALIDITY  AND 
RELIABILITY  FACTORS  OF  RESEARCH. 

KNOWLEDGE  OF  DATA  ANALYSIS  METHODS. 
KNOWLEDGE  OF  PROCESS  EVALUATION. 
KNOWLEDGE  OF  OUTCOME  EVALUATION. 
KNOWLEDGE  OF  SYSTEMS  EVALUATION. 
KNOWLEDGE  OF  COST  BENEFIT  EVALUATION. 
KNOWLEDGE  OF  CRITERION  DEVELOPMENT. 
KNOWLEDGE  OF  SAMPLING. 
K^St^^S^ilsi^R^S?^'-^"^  COMMON  TO  MENTAL 

KNOWLEDGE  OF  BASIC  COMPUTER 
UTILIZATION  IN  MENTAL  HEALTH  RESEARCH. 

!JMS**'tS55l  OF  INFERENTIAL  STATISTICS 
RESEARCH?  '^'^^^I CATION  IN  MENTAL  HEALTH 

KNOWLEDGE  OF  DESIGNS  FOR  MENTAL  HEALTH 
RESEARCH  AND  PROGRAM  EVALUATION. "^^^^^ 

^^2^h.'^^93°'^  THE  RELATIONSHIP  AND 
gIEEEg?FES  BETWEEN  MENTAL  HEALTH 
RESEARCH  AND  EVALUATION. 

KNOWLEDGE  OF  THE  STEPS  TO  BE  TAKEN  TO 

ilfig??UESisiy^^^^"^^  ^^^^°^^^ 
giikJIXcl°F^§S^gii.S!ri^?i^l^is. 


00-0 

RESPONSE,  CIRCLE  THE  NUMBER 
ITEM.  »» ADDITIONAL  INSTRUCTIONS 
■HIGHEST  PRIORITY         Ql  MED  Q3  YOU 


RMOl 

12  3  4  3  6  7 

3.0  4.0  6.0 

4 

RM02 

12  3  4  5  6  7 

2.0  4.0  5.0 

4 

RM03 

12  3  4  5  6  7 

2.3  4.0  6.0 

6 

RM04 

12  3  4  5  6  7 

2.0  3.0  4.0 

4 

RM05 

12  3  4  5  6  7 

2.0  4.0  5.0 

6 

RM06 

12  3  4  5  6  7 

2.0  4.0  5.0 

& 

RM07 

12  3  4  5  6  7 

2.  0  3.  0  4.  0 

7 

RM08 

12  3  4  5  6  7 

2.0  3.0  4.0 

4 

RM09 

12  3  4  5  6  7 

2.0  4.0  4.0 

4 

RMIO 

12  3  4  5  6  7 

2.3  4.0  5.0 

4 

RMll 

12  3  4  5  6  7 

3.0  4.0  5.0 

4 

RM12 

12  3  4  5  6  7 

1.0  2.0  4.0 

4 

RM13 

12  3  4  5  6  7 

1.0  3.0  4.0 

4 

RM14 

12  3  4  3  6  7 

2.0  3.  O  4.0 

A 

RMIS         12  3  4    5   6  7      2.0   3.0   4.0        4 

RM16         1234367      3.0   4.0    5.0        4 
RM17         1234567      4.0    5.0  6.0        6 


REFERRAL 

KNOWLEDGE  OF  ONE'S  OWN  COUNSELING 
LIMITS  AND  REFERRAL  INDICATORS. 

ABILITY  TO  PREPARE  THE  CLIENT  FOR  A 

ii^'iikit^.h^  imi^in:  •'^^  "'s'SistNG 

ABILITY  TO  PREPARE  THE  CLIENT  FOR  A 
JS^'}*?!!^?!:!  k^    TREATMENT  BY  D  SCUSSINO 
CHOICES  IN  RESOURCE  AND  TREATMENT: 

ABILITY  TO  PREPARE  THE  CLIENT  FOR  A 

??fi£--^iJA°J^r,ly  TREATMENT  BY  DISCUSSING 
TIME  AND  COST  CONSIDERATIONS. 


REOl    1234567   6.0  7.0  7.0 


RE02    12  3  4  5  6  7   6. 0  6. 0  7.0 


1234S67   6.  0  6.  07. 


1234367   3.0  6.0  7.0 
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EXAMPLE 

00-0 
GIVEN  YOUR  ROUND  2  ANSWER  AND  THE  GROUP  RPcpnMcjp  nan  tr    rutr  Kni><n.rn 

ABILITY  TO  PREPARE  THE  CLIENT  FOR  A 

EXPECTED°nuTrnMP^''"^"^^^  ^^   DISCUSSING 

EXPECTED  OUTCOMES.  rE05    1234567   5.0  6.0  7.0    i 

ABILITY  TO  PREPARE  THE  CLIENT  FOR  A 
POSs!BLE°RISKSy''^^™^'^^  "^^  DISCUSSING 


ABILITY  TO  PROVIDE  RECEIVING  AGENCY 
WITH  THE  NECESSARY  CLIENT  INFORMATION 
TO  ASSURE  EXPEDIENT  CLIENT  SERVICE. 


RE07         12  3   4    5   6   7      5. 0   6. 0   7.  0 

RE08         1234567      6.0   6.0   7.0 
RE09         12  3   4    5   6   7      6. 0  6. 0  7. 0 


K^'°^k^??l,,°E, SPECIALTIES  AND  TRAINING 

0^  RELATED^DISCIPLINES  FOR  USE  AS 

REFERRAL  RESOURCES.  '^         reIO    1234567   5.06.06.5 


REll         1234567      4.0    5.0  6.0 
RE12         1234567      4.0    5. 06. 0 


FOr'-THE  AGENCYf'-"''  "^■"^""^^  PROCEDURES 

RESOURCES?  ""'^NTAIN  FILES  OF  REFERRAL 

ABILITY  TO  INTERPRET  CLIENT  NEEDS  TO 

RECEIVING  AGENCY.  rE13    12345^7   5.0  6.0  7.0 

ABILITY  TO  PROTECT  THE  CLIENT'S  RIGHTS 

IN  THE  REFFERRAL  PROCESS.   "^^S  RIGHTS    ^^^^    12  3  4  5  6  7   6.07.07.0 


INTERVENTION  STRATEGIES 
iJKRbikiPSg  P*^  THE  RELATIONSHIP  OF 

8S^K!i'-?g!^ilSgE??cKkiGi:il?ToSg%D 

TECHNIQUE  SELECTION.  jsoi    1  2  3  4  5  6  7   4. 0  5. 0  6. 0    6 

KNOWLEDGE  OF  ROLE  QF  COUNSELOR  IN 

VARIOUS  THEORETICAL  MODELS. ^°"  "^         IS02    1234567   5.0S.06.0    7 

!JM9h-kS°®l^9^  INTERACTION  EFFECT  OF 

THEORY,  TECHNIQUE  AND  INTERVIEW 

BEHAVIOR   ON   THE    IMPACTION  CLIENTS.  IS03         1234567505060        5 

RlLATl8NiHl?s"''"'°"    ™^  CLliSV'iVHER 

RELATIONSHIPS.  IS04         12  3   4    5  6  7      5. 0   6. 0  7. 0        6 

!JKS^bF??l   S?   VARIOUS   TYPES   OF    GROUPS 

AND  THEIR    DIFFERENCES.  "^^  ISOS         1234   567      5.06.06.0        6 

poqitThmP  -assume  VARIOUS   THEORETICAL 

POSITIONS.  ISO^         1234567      5.0   6.0   6.0         5 

rlrbwIXiJc  "^^  VARIOUS  THEORETICAL 

TECHNIQUES.  IS07    1234567   5.06.06.5    7 

PQSrhlS£luSr«S5'^^''"'^L  BEHAVIOR  OR 

PSYCHOPATHOLOGY.  ISOg    12  3  4  5  6  7   6.0  7.0  7.0    6 

KNOWLEDGE  OF  PSYCHOPHARMOCOLOGY.  IS09    1234567   5.05.06.0    5 
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EXAMPLE 


00-0 

GIVEN  YDUR  ROUND  2  ANSWER  AND  THE  GROUP  RESPONSF   rTRn  F  twf  wi  iMnrro 
WHICH  NOW  REFLECTS  YOUR  OPINION  OF  EACH  ITEM   «*ADDITlbNAL  INSTRU^TTnwQ 
ON  FIRST  PAGE.**   1=L0WEST  PRIORITY:.  .7=HIGHEST  PRIORITY     ^  ''ol^^ig^s  YOU 

KNOWLEDGE  OF  PERSONAL  RATIONALE  OF 

COUNSELING  UNDERLYING  ONE'S  APPROACH 

TO  THE  COUNSELING  INTERVIEW.  is 


KNOWLEDGE  OF  BEHAVIORS  OR  SKILLS  WHICH 
ENHANCE^COUNSELOR  EFFECTIVENESS  AND 

ABILITY  TO  USE  RESTATEMENT  OR 
PARAPHRASING  TO  MIRROR  THE  COGNITIVE 
OR  AFFECTIVE  CONTENT  OF  CLIENT 
STATEMENTS  TO  FACILITATE  CLIENT 
GROWTH. 

ABILITY  TO  USE  OPEN-ENDED  QUESTIONING 
WHICH  ENCOURAGES  CLIENT     ^^^  <  i^miinv, 

fikr;;S'*'''-°'''^''''°'^  TO  FACILITATE  CLIENT 
GROWTH- 

ABILITY  TO  USE  CLARIFICATION 
STATEMENTS  TO  FACILITATE  CLIENT 
GROWTH. 

ABILITY  TO  USE  PROBING  STATEMENTS  TO 
FACILITATE  CLIENT  GROWTH. 


1234567  6.  0  7.  0  7.0 

1234567  6.  0  6. 0  7.0 

1234S67  S.  0  6.  0  7.0 

1234567  6.  0  6.  0  7.  0 

12  3  4  5  6  7  6.0  6.0  7.0 

1234567  5.0  6.0  7.0 


?PJbiJ^oIS,.yS^  SILENCE  TO  FACILITATE 

CLIENT  GROWTH.  IS16    12  3  4  5  6  7   5.0  6.0  7.0    6 

KNOWLEDGE  OF  APPLICATION  OF 

THEORETICAL  MODELS  IN  MENTAL  HEALTH 

"°'"^-  IS17    12  3  4  5  6  7   3.3  5.0  6.0    4 

KNOWLEDGE  OF  FACTORS  OF  HUMAN 

DEVELOPMENT  SUCH  AS  HUMAN  MOTIVATION, 

BIOLOGICAL.  PSYCHO-SOCIAL. 

SOCIAL-CULTURAL  AND  HUMAN  NEEDS.  ISIS    1234567   5.0  6.0  6.8    5 

KNOWLEDGE  OF  PSYCHODYNAMIC  THEORY.        IS19A   1234567   4. 0  5. 0  6. 06 

KNOWLEDGE  OF  RATIONAL  EMOTIVE  THEORY.     IS19B   1  2  3  4  5  6  7   4. 0  5.0  6. 0    6 

KNOWLEDGE  OF  LEARNING  THEORY  AND 

BEHAVIOR  MODIFICATION.  IS20    1234567   4.0  5.0  6.0    6 

KNOWLEDGE  OF  LIFE  SPAN  DEVELOPMENT 

THEORY,  INCLUDING  CONCEPTS  OF  NEONATAL 

DEVELOPMENT,  EARLY,  MID  AND  LATE 

^RS'-|§9Sti<^^'  ADULT  DEVELOPMENT,  AGING 

AND   DYING.  IS21  1234567      5.0    5.5   7.0         5 

KNOWLEDGE  OF  THE  KINDS  OF  SITUATIONS 

E2gcl;yiF}^v"''.hi,-^flfI<^^S  THEORIES  SEEM 

ESPECIALLY  USEFUL.  IS23    12  3  4  5  6  7   5.0  6.0  7.0    6 

KNOWLEDGE  OF  PERCEPTUAL-MOTOR 

DEVELOPMENT  THEORIES  (PIAGET).  IS24    12  3  4  5  6  7   4. 0  4. 5  5. O    4 

KNOWLEDGE  OF  INDICATIONS  AND 

?2TJ5.'^iI^?J£lfl"''^°NS  FOR  MENTAL  HEALTH 

INTERVENTION.  IS25         1234567      5.0   6.0   7.0         5 

!JJ;!?i-^k§'''^f-r2''.^''ISIS  INTERVENTION 

jyfSY^.iP  APPLICATION  AND 

TECHNIQUES.  IS26    1234567   6.06.07.0    5 

MnnpFF*^?  ^^   ■^yS^Sfiy^'^S  OF  SOCIAL 

K?Pfk6'TiElAPYy"l?t?5yT^S;{ilA?TEif'-''' 

THERAPEUTIC  CCMMUNITIE^J  ^^^^P^^S.        ^^^^    12  3  4  5  6  7   5. 0  5. 0  6.0    5 
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EXAMPLE  „„  „ 

00-0 

T^?bV.fS.^^-<°£„§^^CIALI2ED  INTERVENTION 

JfCHNIQUES  FOR  USE  WITH  DIVERSE 

SPECIAL  POPULATIONS  AND  PEOPLE.  IS28    1234567   4.0  5.0  6.0    5 

hy?!?!rlgiI^°£^"''H^  KNOWN  STRENGTHS  AND 

WEAKNESSES  OF  EACH  MODEL  OF 

JHERAPEUTIC  MODEL  FOUND  IN  THE 

RESEARCH.  IS29    1  2  3  4  S  6  7   4.0  5.0  6.0    S 

KNOWLEDGE  OF  THE  THEORETICAL  BASIS  FHR 

^KISIFibrt^^NTs'^IN  MENTAL  HEALTH  ^  "" 

INTERVENTION.  1S30    1  2  3  4  3  6  7   4. 0  5. 0  6. 0    5 

KNOlvLEDGE  OF  THE  PHYSIOLOGICAL  AND 

Big-CHEMICAL  INTERACTION  OF  THE 

CHEMICAL  AGENT  AND  THE  HUMAN  BODY.         IS31    12  3  4  5  6  7   3. 0  4. 0  5. O    4 

KNOWLEDGE  OF  THE  THERAPEUTIC  EFFECTS 

OF  THE  MOST  COMMONLY  USED 

CHEMOTHER APEUT I C  AGENTS,  I.E.  • 

ANTICONVULSANTS,  TRANQUILIZERS, 

SEDATIVES,  NARCOTICS,  ENERGIZERS,  ETC.    IS32    1234367   5.0  6.0  6.0    3 

•^N°^!-igGE  OF  THE  TOXIC,  ALLERGIC  AND 

SIDE  EFFECTS  OF  CHEMICAL  AGENTS.  IS33    12  3  4  5  6  7   5. 0  3. 0  6.0    5 

KNOWLEDGE  OF  SPECIFIC  STRATEGIES  TO  BE 

UTILIZED  WITH  SPECIALIZED  TARGET  ^°  °^ 

PROBLEMS,   I.E.,  CHILDREN,  PARENTS. 

^g^^VSI;  .  S"?Pr' ' C^PSYCH I ATR I C  CL I InTS. 

TERMINALLY  ILL,  ETC.  1334    1234567   3.0  3.0  6.0    6 

K'i'?b'bl?Slr-9f'. SIMILARITIES  AND 

DIFFERENCES  AMONG  INDIVIDUAL,  FAMILY 

AND  CROUP  COUNSELING.  1335    12  3  4  5  6  7   5. 0  6. 0  7.0    6 

KNOWLEDGE  OF  THE  BASIC  PRINCIPLES  AND 

APPROCHElf  °''  SPECIFIC  THERAPEUTIC^''"' 


IS36    12  3  4  5  6  7 


KNOWLEDGE  OF  MAJOR  THEORIES  OF 

ABNORMAL  BEHAVIOR:  ORGANIC/ 

PSYCHOLOGICAL  AND  INTERPERSONAL.  IS37    12  3  4  5  6  7 

KNOWLEDGE  OF  LIMITS  OF  PSYCHOTHERAPY.     IS38    12  3  4  5  6  7    .'    '.  [ 

ABILITY  TO  USE  MINIMAL  ENCOURAGERS  TO 

FACILITATE  CLIENT  GROWTH.       '^'''='  ^°     is39    12  3  4  5  6  7   4. 0  6. 0  6. 0 

^f^k?TX.l9   y??  ATTENDING  BEHAVIORS  TO 

FACILITATE  CLIENT  GROWTH.  iS40    1234567   5.06.07.0 

ABILITY  TO  ADAPT  INTERVENTION 

I??f1^i?!^^i  '^°   NEW  OR  DIFFERENT 

SITUATIONS.  IS41    12  3  4  5  6  7   3.0  6.0  7.0 

KNOWLEDGE  OF  GENERAL  ROLE  OF  GENETICS, 

Mp2Ti.^°RViSi^Jg^  IN  RELATION  TO  SOME 

MENTAL  DISORDERS.  IS42    1234567   4.03.06.0 

^§J^V,IT^>^I9  ySE  CONFRONTATION  TO 

FACILITATE  CLIENT  GROWTH.  IS43    12  3  4  5  6  7   5.3  6.0  7.0 

BlJ,tJJXnI°Ty2E  FEEDBACK  ON  NON-VERBAL 

BEHAVIORS  TO  FACILITATE  CLIENT  GROWTH.     1344    12  3  4  5  6  7 
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EXAMPLE  00_0 

GIVEN  YOUR  ROUND  2  ANSWER  AND  THE  GROUP  RESPONSE,  CIRCI  F  TWP  wiimdc-d 

WHICH  NOW  REFLECTS  YOUR  OPINION  OF  EACH  ITEM.  i»ADDITlDNAL  INqTRuF?TnMO 

ON  FIRST  PAGE.*.   1=L0WEST  PRIORITYrf.  7=HIGKESrPRI0RiTY       "orMED^S  YOU 

LEGAL  AND  ETHICAL  STANDARDS 

KNOWLEDGE  OF  THE  LEVELS  OF 

CONFIDENTIALITY  EXPECTED  OF  MENTAL 

HEALTH  COUNSELORS.  LEOl    1  2  3  4  3  6  7   7. 0  7. 0  7. 0    7 

KNOUiLEDGE  OF^ETHICAL  PROBLEMS  THAT 

£°K£E2STr,f^'^T'^L  HEALTH  COUNSELORS  IN 

PROFESSIONAL  CONDUCT.  LE02    12  3  4  5  6  7   6.0  7.0  7.0    7 

KNOWLEDGE  OF  ETHICAL  PROBLEMS  THAT 

CONFRONT  MENTAL  HEALTH  COUNSELORS  IN 

SELECTION  OF  INTERVENTION  TECHNIQUES.     LE03    12  3  4  5  6  7   5. 0  7. 0  7. 0    7 

KNOWLEDGE  OF  ETHICAL  PROBLEMS  THAT 

CONFRONT  MENTAL  HEALTH  COUNSELORS  IN 

TESTING.  LE04    12  3  4  5  6  7   5.0  7.0  7.0    6 

KNOWLEDGE  OF  ETHICAL  PROBLEMS  THAT 

CONFRONT  MENTAL  HEALTH  COUNSELORS  IN 

GROUP  COUNSELING.  LE05    1234567   5.0  7.0  7.0    7 

KNOWLEDGE  OF  LAWS  ON  PRIVILEGED 

COMMUNICATION.  UE06    12  3  4  5  6  7   6. 0  7. 0  7. 0    7 

KNOWLEDGE  OF  LAWS  ON  PRIVACY  RIGHTS.      LE07    12  3  4  5  6  7   6. 0  7. 0  7. 0    5 

KNOWLEDGE  OF  LAWS  GOVERNING  ACCESS  TO 

CASE  RECORDS.  LEGS    12  3  4  5  6  7   6. 0  7. 0  7. 0    5 

KNOU=LEDGE  OF  CUSTODY  LEGISLATION.         LEO?    12  3  4  5  6  7   4.0  5.0  6.0    4 

KNOWLEDGE  OF  CHILD  ABUSE  LEGISLATION.     LEIO    12  3  4  5  6  7   5.0  6.0  7.0    6 

KNOWLEDGE  OF  DRUG  ABUSE  LEGISLATION.      LEll    12  3  4  5  6  7   4.0  5.0  7.0    4 

KNOWLEDGE  OF  DIVORCE  PROCEDURES.  LE12    12  3  4  5  6  7   4. 0  5. 0  6. 0    4 

KNOWLEDGE  OF  ORGANIZATIONAL,  LEGAL  AND 

FISCAL  STRUCTURE  OF  MENTAL  HEALTH 

AGENCIES  AND  THEIR  FUNCTIONS  AT  THE 

NATIONAL,  STATE  AND  LOCAL  LEVELS.         LE13    1234567   3.0  4.0  5.0    4 

KNOWLEDGE  OF  THE  CODE  OF  ETHICS  OF  THE 

RESPECTIVE  CERTIFYING  AGENCY  AND 

PROFESSIONAL  ORGANIZATION.  LE14    12  3  4  5  6  7   5. 0  6. 0  7.0    3 

KNOWLEDGE  OF  MAJOR  MENTAL  HEALTH 

NATIONAL  AND  STATE  LEGISLATION,  COURT 

RULINGS  AND  COMMITMENTS.  LE15    12  3  4  5  6  7   4. 0  4. 0  6. 0    3 

KNOWLEDGE  OF  THE  LEGAL  ASPECTS  OF 

CIVIL  COMMITMENT  PROCEDURES, 

CONFIDENTIALITY,  EXPERT  WITNESS 

STATUS.  AND  PRIVACY  OF  CLIENT  RECORDS.    LE16    1234567   5.0  6.0  7.0    5 

KNOWLEDGE  OF  THE  LAWS,  ISSUES  AND 

ACTIONS  RELATED  TO  MENTAL  HEALTH, 

I.E.:  ABORTIONS  FOR  MENTAL  HEALTH 

REASONS,  INSANITY  AS  A  PLEA  FOR 

Si^iS^^^k  ^^'^^'     COMPETENCY  FOR  LEGAL 

PURPOSES.  LE17    12  3  4  5  6  7   4.0  5.0  6.0    5 

rnSh'hf?®^  °^   STANDARDS  OF  PROFESSIONAL 


1234567   6.  0  7. 0  7.  O    6 

1234567   5. 3  6.0  7.0    6 
KNOWLEDGE  OF  MALPRACTICE  INSURANCE.       LE20    12  3  4  5  6  7   4. 0  5. 0  6. 0    5 


KNOWLEDGE  OF  STANDARDS  FOR 

INTERPROFESSIONAL  RELATIONS.  LE19    1234567   5.3  6.0  7.0    6 
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EXAMPLE 

GIVEN  YOUR  ROUND  2  ANSWER  AND  THE  GROUP 
St^^£foS$"n?SE'-^'^'rS  YOUR  OPINION  OF  EACH 
ON  FIRST  PAGE. «»   1=L0WEST  PR lORITY. . . 7= 

ABILITY  TO  WORK  WITH  LEGAL  ADVISORS. 

KNOWLEDGE  OF  WHERE  TO  OBTAIN 
INFORMATION  ON  LEGISLATION  AND  LEGAL 

ISSwESa 

KNOWLEDGE  OF  LAWS  GOVERNING 
INVOLUNTARY  HOSPITALIZATION. 

KNOWLEDGE  OF  LAWS  ON  CLIENTS'  RIGHT  TO 
TREATMENT  AND  RIGHT  TO  REFUSE 
TREATMENT.  r^c^ruac 

KNOWLEDGE  OF  RESTRICTIONS  ON 
UNAUTHORIZED  PRACTICE  OF  LAW. 

KNOWLEDGE  IF  RESOURSES  FOR  OBTAINING 
AND  UNDERSTANDING  LEGISLATION 
EFFECTING  CLIENT  CONCERNS. 

ABILITY  TO  DETERMINE  WHEN  A  PARTICULAR 

iiSi?L^i?s;^giR^g^f^^  ^^°^^-^^^  ^^«^^  °« 

^S^bil^rlS  ^^'''^^  '^   '°>N  EXPERT  WITNESS 
IN  HEARING. 

KNOWLEDGE  OF  APPLICATION  OF  ETHICAL 
THEORY  TO  CURRENT  PRACTICE. 


00-0 

RESPONSE,     CIRCLE   THE  NUMBER 
ITEM.     »*ADDITIONAL    INSTRUCTIONS 
■HIGHEST    PRIORITY  Ql    MED   Q3   YOU 

LE21         1234567      5.  0   5.  0   6.  OJ 


LE22  1234S67  4.  5   6.0   7.0 

LE23  i    2  3   4   5   6   7  5.0   6.0  7.0 

LE24  12  3   4   5   6   7  5.  5   6.0  7.0 

LE25  1234567  3. 0   4.  5   6.0 

LE26  1234567  4. 0    5.0   6.0 

LE27  1234567  5. 0    6.0   7.0 

LE28  12  3   4    5   6  7  3.0   4.0   5.0 

UE29  1234567  4.05.06.0 

LE30  1234567  5.0   6.0   7.0 


INDIVIDUAL  COUNSELING 

ABILITY  TO  PROVIDE  THE  SUPPORT  AND 

STRUCTURE  NEEDED  BY  A  CLIENT 

EXPERIENCING  A  PERIOD  OF  MEDICAL 

AND/OR  PSYCHOLOGICAL  EMERGENCY 

(CRISIS)  IN  PERSON  OR  BY  PHONE  ICOl 

ABILITY  TO  ASSIST  CLIENTS  ON 

INDEPENDENT  LIVING  AND  JOB  SEARCHES.      IC02 

KNOWLEDGE  OF  THE  PROCESS  AND  WHAT  TO 

EXPECT  FROM  THE  PHYSICAL  METHODS  OF 

INTERVENTION,  I.E.,  ELECTROCONVULSIVE 

TREATMENT,  CHEMOTHERAPIES, 

HYDROTHERAPY  AND  PHYSICAL  THERAPY.        IC03 

KNOWLEDGE  OF  LOCAL  RECOURCES  TO 

AUGMENT  COUNSELING.    """^"  '"  ^^^^ 


1234  567  6.  07. 0  7.0 

1234567  4.  0  5.  0  6.  0 

12  3  4  5  6  7  4.0  5.0  6.0 

1234  567  S.06.07.0 


ASSESSMENT 

KNOWLEDGE  OF  MEASUREMENT  THEORY. 

ftf9:";tfiS^-P'^  TEST  instruments  to 

IDENTIFY  CLIENT  INTELLIGENCE; 

KNOWLEDGE  OF  TEST  INSTRUMENTS  TO 
IDENTIFY  CLIENT  INTERESTS? 


ASOl  12  3  4  5  6  7  3. 0  4. 0  5.  0  5 
AS02  1234567  3.0  4.0  5.0  4 
AS03         1234567      2.5   4.0   5.0        4 
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EXAMPLE 

GIVEN  YOUR  ROUND  2  ANSWER  AND  THE  GROUP 
Stl^^';;'oSS'^„5^£'-ECT3  YOUR  OPINION  OF  EACH 
ON  FIRST  PAGE.**   1=L0WEST  PRIORITY. .. 7= 

KNOWLEDGE  OF  TEST  INSTRUMENTS  TO 
IDENTIFY  CLIENT  PERSONALITY 
ADJUSTMENT. 

KNOWLEDGE  OF  TEST  INSTRUMENTS  TO 
IDENTIFY  CLIENT  SELF-CONCEPTr 

KNOWLEDGE  OF  TEST  INSTRUMENTS  TO 
IDENriFY  CLIENT  DESIRED  LIFESTYLE. 

KNOWLEDGE  OF  PROCESSES  FOR  ASSESSING 
NEEDS  OF  CLIENTS,  AGENCIES. 
ORGANIZATIONS  OR  THE  COMMUNITY. 

KNOWLEDGE  OF  SOURCES  FOR  ASSESSING  AND 
OBTAINING  INFORMATION  ON  A  CLIENT'S 

ABILITY  TO  MAKE  CN-THE-SPOT 
DETERMINATIONS  OF  THE  TYPE  AND  EXTENT 
OF JERVICE  REQUIRED  BY  CLIENTS  IN 

ABILITY  TO  OBTAIN  IN-DEPTH  HISTORICAL 
CLIENT  INFORMATION.  niaiuniuwu 

BEHAVIORy°  °'^2^''*^^  -^ND  RECORD  CLIENT 

ol.^ViIX^'''9  "^I^E  PRCFESSIONAL  JUDGMENTS 

$iikii;jE^?o"&t!ES?°^ffi.^??g^M^'^^^ 

ABILITY  TO  MAKE  PROFESSinNAL  JUDCMFNTS 
RELATIVE  TO  CLIENT  MOTIVATION, 

ABILITY  TO  DETERMINE  JOB  AND  ACADEMIC 
CLIENTS.  INCLINATIONS  AND  ABILITIES  OF 

ABILITY  TO  SUPERVISE  AND  COORDINATE 
ASSESSMENT  PROCEDURES.    ^"iJ«'^i'^«"=- 

ABILITY  TO  SELECT  AND  ADMINISTER 
PERSONALITY  TESTS.     """^"'O'tn 

oilh^IX  19    INTERPRET  AND  REPORT  ON 
RESULTS  OF  ASSESSMENT./ 

KNOWLEDGE  OF  THE  LEVELS  OF  SEVERITY  OF 
THE  ABNORMAL  BEHAVIORsf     ^'tVtKilY  Ut^ 

KNOWLEDGE  OF  MANIFEST  SIGNS  OF 
ABNORMAL  BEHAVIORS.    =*"'"=  "'■ 

KNOWLEDGE  OF  THE  SYMPTOMS  FOR 
DIAGNOSING  CHEMICAL  DEPENDENCE. 

gE?^kfS^^T?SN:"^  ^'^^^  °^  ^^^^'^^ 

t?S^>^??gNg"of"?HBi^^¥^^?fufi^RTS 
Aflf^'l^lk'i.^^  ^'^  ASSESSING  CLllK^^ENTAL 

KNOWLEDGE  OF  THE  USE  AND 
INTERPRETATION  OF  STANDARDIZED  TESTS. 


00-0 

RESPONSE.  CIRCLE  THE  NUMBER 
ITEM.  *»ADDITICNAL  INSTRUCTIONS 
'HIGHEST  PRIORITY         Ql  MED  03  YOU 


AS04  1234567  3. 0    5.0   6.0  4 

AS05  1234567  3. 0   4. 0  6. 0  4 

AS06  13  3   4   5   6   7  2.0  3. 5   5.0  4 

AS07  12  3   4    5   6   7  3.0   4.0   5.8  5 

ASOS  12  3   4    5   6  7  4.0   6.0  7.0  4 


AS09 
ASIO 
ASH 

AS12 
AS13 
AS14 

AS15 
AS16 
AS17 
AS22 
AS23 
AS24 
AS25 
AS26 


12  3  4 
12  3  4 
12  3   4 

1  2  3  4 
12  3  4 
12  3   4 

12  3  4 

12  3  4 

12  3  4 

12  3  4 

12  3  4 

12  3  4 

12  3  4 

12  3  4 


5  6  7 
5  6  7 
5   6   7 

5  6  7 
5  6  7 
5   6  7 

5  6  7 

5  6  7 

5  6  7 

5  6  7 

5  6  7 

5  6  7 

5  6  7 

5  6  7 


6.0  7. 
5.0  6. 
6.0   6. 

,4.0  5. 
4.0  5. 
5.0  6. 

4.0  5. 
3.  0  4. 
2.0  3. 
3.0  4. 
5.  a  6. 
6.0  6. 
5.0  6. 
6.0   6 


0  7.0 
0  7.0 
0   7.0 

,0  6.  0 
,0  6.  0 
0  6.0 

0  6.0 
5  5.0 
O  5.0 
0  6.0 
0  7.  0 
5  7.0 
0  7.0 
0   7.0 


7 

5 

.  5 

4 
6 
6 

4 
3 
3 

3 
5 
6 
6 
5 


AS27         12   3   4    5    6    7      4.0    5.0   6.0         5 
AS28         12   3   4    5   6   7      3.0   4.0  6.0        4 
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AS30         1234S67      S.0   6.0   7.0        6 
AS31  1    2   3   4    S   6   7      5. 0   6. 0   7. 0         6 


EXAMPLE  „„  „ 

00-0 

Kr^^hSS?!  0£  THE  USE  OF  ASSESSMENTS  IN 

Pi;^Sh°fI?^  TREATMENT  PLANNING  AND 

CONDUCTING  MENTAL  HEALTH  TREATMENT.       AS27    1234367   S06068    A 

^Ukl^O   ^?E^'?SM!i's'?Sli^l|g?lEl:li:" 
sWErEl^mVu^^h^^?    INTERPRET  MENTAL 

Ai>.j<j         12  3   4    3   6   7      6. 3   7. 0  7. 0        7 

'^P.ikilLJS  l?*'^^:   PROFESSIONAL 

IDEATION.       "^'-'^^^VE   TO   CLIENT   SUICIDAL 

h=253:'-IR®f,.2f;^P''°-JECTivE  techniques 

USED  TO  IDENTIFY  CLIENT  PROBLEMS. 

SiiKJIX  19  '-'SE  ASSESSMENT  DATA  TO 

?S?J^^2f-r?Slf!'^i!i!®f'^'-  Of  PRAGMATIC 

INFORMATION  TO  CLIENTS.  as36    12  3  4  3  6  7   4.05.06.0    4 

ABILITY  TO  PREPARE  GRANTS.  aS37    12  3  4  5  6  7   1.0  2.0  4.0    1 

KNOWLEDGE  OF  SIGNS  OF  OVER 


AS34         12  3   4   5   6  7      6.0   7.0   7.0        7 
AS35         1234567      4.0   4.5   5.0        4 


SERVICE  CONTINUITY 

ABILITY  TO  MAHE  RELEVANT  INPUT  INTn 

PSYCHIATRIC  TEAM  MEETINGS  ON  THERAPY 

PROGRESS  AND  DIRECTION.  sCOl    12  3  4  5  6  7   5. 0  6. 0  7  0 

|SbliV°S?^^^'7^J^|^Tr^g''|gL5i 
PROBLEMS  AND  MAKE  DECISIONS  THAT 
REFLECT  THE  COLLECTIVE  WISDOM.  ^  SC02    12  3  4  5  6  7   3.0  6.0  6.0 


SERVICEsJ°  *^2^S"r  CLIENTS  IN  OBTAINING 

ABILITY  TO  ARRANGE  AND  MONITOR 
COMMUNITY  RESIDENTIAL  PLACEMENT  OF 
PROGRESS?  ^^^^"^  ADJUSTMENT  AND 

oPlir^I'^<=.J2,.9^E^ND,  PROMOTE,  AND/OR 
PLEA  A  SERVICE-RELATED  RIGHT,  CAIjSf 
AND/OR  NEED  A3  IDENTIFIED  BY  THE 
CLIENT <S)  IN  ORDER  TO  INFLUENCE  A 
SOLUTION  FAVORABLE  TO  THE  CLIENT? 

OF°^k^5?!E°SEZy5E^Yf^  MANAGEMENT  MODEL 


SAii^^^S^GEME^^r^^''^^^  PROCEDURES  OF 
ADVCCATeJ°  ''^■'^CTION  as  a  CLIENT 


SC03  1234567  5.0   6.0  7.0 

SC04  1234367  4.0   5.0  6.0 

SC05  12   3   4    3   6   7  4. 0    3. 0   6. O 

SC06  1234567  4.0    3.0   6.0 

SC07  1234367  4.0    5.0   6.0 

SC08  12   3    4    5   6   7  4. 0    5. 0   6. 0 

SC09  1234567  4.0    5.0   6.8 
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EXAMPLE 


00-0 


GIVEN  VOUR  POUND  2  ANSWER  AND  THE  GROUP  RESPONqp  rrari  p  tmc  miimtktc. 

ABILITY  TO  OBTAIN  CONSULTANTS 

SPECIALIZING  IN  VARIOUS  FACITS  OF 

AGENCY  FUNCTION  AND  CLIENT  SERVICE.        SCIO    12  3  4  5  6  7   4.0  S.  0  6.3    <S 


PERSONNEL  FUNCTIONS 

KNOWLEDGE  OF  AGENCY  POLICY  AND  EQUAL 
EMPLOYMENT  OPPORTUNITY  GUIDELINES. 
GOVERNING  EMPLOYMENT  OR  USE  OF 
VOLUNTEERS. 

ABILITY  TO  WRITE  A  PRECISE  JOB 
DESCRIPTION  FOR  RECRUITMENT  OF  NEW 
PERSONNEL  THROUGH  AGENCY  SANCTIONED 
CHANNELS. 

ABILITY  TO  ASSIGN  WORK 
RESPONSIBILITIES  TO  A  SUBORDINATE, 
IDENTIFY  DEVELOPMENTAL  NEEDS.  AND  PLAN 
AND  RETAIN  A  GOAL-ORIENTED  PERFORMANCE 
SUPERVISORY  STRUCTURE. 

ABILITY  TO  ORIENT  NEW  OR  POTENTIAL 
EMPLOYEES  TO  THE  PURPOSE  AND 
PHILOSOPHY  OF  THE  AGENCY. 

^g|}-iIXr-I°,9fiENT  NEW  OR  POTENTIAL 
EMPLOYEES  TO  THE  FACILITIES. 

ABILITY  TO  ORIENT  NEW  OR  POTENTIAL 
EMPLOYEES  TO  THE  ROLE  EXPECTATIONS. 

ABILITY  TO  ORIENT  NEW  OR  POTENTIAL 
EMPLOYEES  TO  ORGANIZATION. 

ABILITY  TO  ORIENT  NEW  OR  POTENTIAL 
EMPLOYEES  TO  THE  SCHEDULE. 

ABILITY  TO  ORIENT  NEW  OR  POTENTIAL 
EMPLOYEES  TO  THE  POLICY  AND 
PROCEDURES. 

ABILITY  TO  ORIENT  NEW  OR  POTENTIAL 
EMPLOYEES  TO  THE  CONFIDENTIALITY  LAWS. 

ftflbJIX.  12   COLLECT  DATA  ABOUT  EMPLOYEE 
DIFFICULTY  OR  GRIEVANCE  AND  MEDIATE  OR 
gSgfBSf  SOLUTIONS  AND  ACTION  TO 
PREVENT  REOCCURRENCE. 

SP.iyiy.,T5r-S^'°"-"ATE  PERFORMANCE  OF 
?H?i'2?iy'*^if  f^OR  THE  PURPOSE  OF  SALARY 
INCREASE.  PROMOTION  OR  FIRING. 

KNOWLEDGE  OF  STANDARDS  FOR  STAFF 
RELATIONS  AND  MANAGEMENT. 

&pP'?'!?f2S^-rS'^..2''<''°*NIZATION  POLICIES  IN 
SUPERVISION. "°"''  ™  °^  ^^""^    ^'^'^^'' 
ABILITY  TO  ACCEPT  ROLE  IN  AGENCY 
OROUp"^OR^TEAM  ^^'^^''"lON  AS  PART  OF  WORK 

KNOWLEDGE  OF  DIFFERENCES  BETWEEN 
ADMINISTRATIVE  AND  LINE  STAFF  DUTIES. 


PFOl  1234S67  3.0    4.0   6.0  3 

PF02  1234567  3.0   4.0   5.0  4 

PF03  12  3   4    5   6   7  3.0    5.0  6.0  4 

PF04  12  3   4   5   6  7  4.0   5.0   6.0  4 

PFOS  12  3   4   5   6  7  4.0   5.0  6.0  4 

PF06  12   3    4    5   6    7  4.0    5.0   6.0  6 

PF07  1234567  4.0   5.0   6.0  5 

PF08  12   3   4    5   6   7  4. 0    5. 0   6.  0  4 

PF09  1234567  4.  OS.  0   6. 0  4 

PFIO  1234567  5.  0  6. 0  7. 06 

PFll  12  3   4   5   6  7  3. 0   4.  0   5.  0  5 

PF12  1234567  3.  0    5.  0   6.  0  5 

PF13  12  3   4   5   6  7  4. 0    5. 0   6.0  4 

PF14  1234567  4.0    5.0   6.0  4 

PF15  1234567  5. 0   6. 0    7.0  4 

PF16  12   3    4    3   6    7  5.0    3.0   6.0  5 
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EXAMPLE 


00-0 


CIVEra  YOUR  round  2  answer  and  the  group  response.  riRri  P  THP-  wiiMnc-o 

WHICH  NOW  reflects  YOUR  OPINION  OF  EACH  ITEM   *«ADDITinNAL  IWQVDnf?Tr.Kio 

ON  FIRST  PAGE.»»   I=LOWEST  PR  I  OR  ITYf:r7=HIGnEST  PRIORITY     ^"^"orMED^Oa  YOU 

ABILITY  TO  INTERVIEW  POTENTIAL 
EMPLOYEES.  ABILITY  TO  IMPLEMENT 
PERSONNEL  POLICIES  IN  PROCESS  OF 
HIRING,  PROMOTING.  AND  FIRING. 


ABILITY  TO  SARGIN  "TURF"  ISSUES  WITHIN 

iil^?jE"i?^li^f '°  °^""^"  '■  "^'-'^^^^^ 

KNOWLEDGE  OF  FEDERAL  WAGE  AND  HOUR 
LAWS. 

tll\=}7X   1°  NEGOTIATE  OR  MEDIATE  TO 
RESOLVE  STAFF  CONFLICT. 


PF17  12  3    4    5   6   7  3.0    5.0   6.0 

PF18  12  3   4    5   6   7  3.0   5.0   6.0 

PF19  1    2   3   4    5   6   7  2.0   3.0   4.0 

PF20  1234567  3.0    5.0    6.0 


FAMILY  COUNSELING 

KNOWLEDGE  OF  VARIOUS  FAMILY 
INTERVENTION  THEORIES. 

ABILITY  TO  COUNSEL  FAMILY  UNIT  TO 
IMPROVE  FUNCTIONING  OF  IDENTIFIED 
CLIENT  OR  FAMILY  AS  A  WHOLE. 

INTERVENTICN  "^'^^''''''lON  TYPES  OF  FAMILY 

KNOWLEDGE  OF  THE  EFFECT  OF  CLIENT 
INSTITUTIONALIZATION  ON  FAMILY 
DYNAMICS  AND  SUBSEQUENT  BEHAVIOR. 

ABILITY  TO  ACCEPT  FAMILY  DECISIONS 
DIFFERING  WITH  COUNSELOR'S  VALUES. 

KNOWLEDGE  OF  FAMILY  SYSTEMS  AND 
SYSThMS  INTERVENTION  TECHNIQUES. 

SS9!itfP®f„°'^  CULTURAL  DIFFERENCES  AND 
i^S9,^^bc^°NSERNS  OF  SINGLE  PARENT 
FAMILIES. 

KNOWLEDGE  OF  CULTURAL  DIFFERENCES  AND 
SPECIAL  CONCERNS  OF  RECONSTITUTED 
FAMILIES. 


FCOl  1234567  5. 0   6. 0   6. 3 

FC02  1234567  3.0   6.0   7.0 

PC03  1234567  4.0    3.0   6.0 

FC04  1234567  4.0    5.0   6.0 

FC05  12   3   4    5   6   7  6. 0   6. 0   7. 0 

FC06  1234567  5.0   6.0   7.0 

FC07  1234567  5.0   6.0  7.0 

FCOa  1234567  5.0   6.0  7.0 


HUMAN  BEHAVIOR 

ffiki'^B^  g^Fl^ii^l?^^^  PERCEPTIONS  OR 

i5'^Rli^S9g|^°''  COMMON  DEFENSE 
MECHANISMS. 

'fKPh't^Sg^oi^.  ,1"^  EFFECTS  OF  AGENCY 
IMACt  OR  REPUTATION  ON  COUNS 

KNOWLEDGE  OF  THE  EFFECTS  OF  PHYSICAL 
SURROUNDING  ON  COUNSELING.  *^^^^^^^'- 

KNOWLEDGE  OF  THE  EFFECTS  OF 
cSSr^lili^l^S:  EXPECTATIONS  ON 


HBOl  12  3   4    5   6   7  5. 0   6. 0  7. 0  6 

HB02  1234567  6.0   6.0   7.0  6 

HB03  1234567  4. 0    5. 5   7.0  6 

HB04  1234567  5. 0    5.0   6.0  6 

HB05  1234367  5. 0    6.0   7.0  6 
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EXAMPLE 

GIVEN  YOUR  ROUND  2  ANSWER  AND  THE  GROUP 
WHICH  NOW  REFLECTS  YOUR  OPINION  OF  EACH 
ON  FIRST  PAGE.**   l=LOWESr  PR lORITY. . . 7= 

KNOWLEDGE  OF  VERBAL  AND  NON-VERBAL 
ATTENDING  BEHAVIORS. 

KNOWLEDGE  OF  DIFFERENCES  BETWEEN 
COGNITIVE  AND  AFFECTIVE. 

KNOWLEDGE  OF  CULTURAL  DIFFERENCES  AND 
SPECIAL  CONCERNS  OF  THE  HANDICAPPED. 

KNOWLEDGE  OF  CULTURAL  DIFFERENCES  AND 
SPECIAL  CONCERNS  OF  WOMEN. 

KNOWLEDGE  OF  CULTURAL  DIFFERENCES  AND 
SPECIAL  CONCERNS  OF  VARIOUS  RACIAL 
MINORITIES. 

KNOWLEDGE  OF  CULTURAL  DIFFERENCES  AND 
SPECIAL  CONCERNS  OF  THE  POVERTY 
STRICKEN. 

KNOWLEDGE  OF  RECIPROCAL  INFLUENCE  OF 
BEHAVIOR  (BEHAVIOR  ALONE  ELICITS 
SPECIFIC  BEHAVIOR  OF  ANOTHER). 

KNOWLEDG|^OF  A  SYSTEM  OF  PERSONALITY 

KNOWLEDGE  OF  ADULT  TRANSITIONS  AND 
STAGES. 

KNOWLEDGE  OF  SEXUAL  TRANSITIONS  AND 
STAGES. 

KNOWLEDGE  OF  COMMON  PERSONALITY  TYPES 
OR  PATTERNS. 

KNOWLEDGE  OF  THE  IMPACT  ON  PERSONALITY 
DEVELOPMENT  OF  DIVERSE  CULTURES, 
VALUES,  ETHNIC  AND  ECONOMIC 
BACKGROUNDS. 

KNOWLEDGE  OF  THE  DESCRIPTIONS,  NATURAL 
HISTORY  AND  PSYCHODYNAMIC  ASPECTS  OF 
PSYCHOSIS.  NEUROSIS,  PERSONALITY 
DISORDERS  AND  PSYCHOPHYSIOLOGIC 
DISORDERS. 

KNOWLEDGE  OF  SOCIAL,  PSYCHOLOGICAL  AND 
ECONOMIC  CAUSES  OF  DEVIANCE. 

KNOWLEDGE  OF  DEFINITIONS  AND  CONCEPTS 
OF  PSYCHOPATHOLOGY. 

KNOWLEDGE  OF  THE  MAJOR  TYPES  OF 
STRESS,  I.E.  FRUSTRATIONS,  CONFLICTS, 
PRESSURES,  ETC. 

KNOWLEDGE  OF  THE  CONCEPTS  OF  WHOLISTIC 
MENTAL  HEALTH:  HOW  A  PERSON'S 
THINKING,  FEELING  AND  ACTING  AFFECT 
INTERACTIONS  WITH  PEOPLE  AND  THE 
ENVIRONMENT  AND  VICE-VERSA. 

KNOWLEDGE  OF  THE  IMPACT  OF  POVERTY  AND 
DISCRIMINATION  ON  THE  HELPING  PROCESS. 

KNOWLEDGE  OF  THE  IMPLICATIONS  OF 
CULTURAL  IDENTITY,  ETHNIC  BACKGROUNDS, 
SEXUAL  ROLE  AND  IDENTITY  AND  AGE  GROUP 
RELATIVE  TO  CHEMICAL  DEPENDENCE? 


00-0 

RESPONSE,  CIRCLE  THE  NUMBER 
ITEM.  ■»«ADDITIONAL  INSTRUCTIONS 
'HIGHEST  PRIORITY         Ql  MED  Q3  YOU 


HB06  12   3    4    5    6   7  6.0   6.0   7.0 

HB07  1234567  6. 0   7.0   7.0 

HB08  1234567  S. 0  6.0   7. 0 

HB09  12  3   4    5   6   7  5. 0   6. 0  7.  0 

HBIO  1234567  5.0   6.0   7.0 

HBll  12  3   4    5   6   7  5.0   6.0   7.0 

HB12  12   3    4    5   6   7  5.0    6.0   7.0 

HB13  1234567  5.0   6.0   7.0 

HB14  12   3   4    3   6   7  5.0   6.0   7.0 

HB15  12   3    4    5   6   7  S.  0    6.0   6.0 

HB16  1234567  5. 0   6.0  7.0 


HB17  1234567  5. 0   6.0   6.0  4 

HB19  12  3   4   5   6   7  5.0   6.0  7.0  6 

HB20  1234567  5.0   6.0   7.0  5 

HBSl  12  3   4   5   6  7  5. 0   6. 0  7.  0  6 

HB22  1234567  5.  0   6.  0   7.  05 

HB23  1234567  5, 0    6. 0   7. 0  7 

HB24  1234567  4. 5    5.  0   6. 5  5 

HB25  1234367  4.  0   5.  0   6.  0  5 
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EXAMPLE 

GIVEN  YDUR  ROUND  2  ANSWER  AND  THE  GROUP 
S!:!^£yoS9"  REFLECTS  YOUR  OPINION  OF  EACH 
ON  FIRST  PAGE.**   I=LOWESr  PRIORITY. . 77= 

g^'Qlyl-EpGE  OF  CULTURAL  DIFFERENCES  AND 
SPfcCIftL.  CONCERNS  OF  MEN. 

KNOWLEDGE  OF  THE  EFFECTS  OF  CLIENT 
STRESS  LEVEL  ON  COUNSELING. 

!J^'9^>■,f°ilo2^^°^S^f'VABLE  INDICATIONS  OF 
CLIENT  STRESS. 

KNOWLEDGE  OF  LOCAL  CULTURAL  NORMS. 

KNOWLEDGE  OF  THE  IMPACT  OF 
PSYCHOLOGICAL  AND  PHYSICAL  TRAMA  ON 
INDIVIDUAL  MENTAL  HEALTH. 

KNOWLEDGE  OF  THE  EFFECTS  OF  THE 

?SHr!ii!-9?,X^  IMAGE  AND  APPEARANCE  ON 
COUNSELING. 

KNOWLEDGE  OF  SPECIAL  CONCERNS  AND 
CULTURAL  DIFFERENCES  OF  HOMOSEXUALS. 

KNOWLEDGE  OF  THE  COUNSELOR'S  OWN 
VALUES.  REACTIONS,  AND  AMBITIONS  AS 
THEY  IMPACT  ON  COUNSELING. 

KNOWLEDGE  OF  THE  EFFECTS  OF  LONG  TERM 
INSTITUTIONALIZATION. 


00-0 

RESPONSE,  CIRCLE  THE  NUMBER 
ITEM.  »«ADDITIONAL  INSTRUCTIONS 
■HIGHEST  PRIORITY         Ql  MED  03  YOU 


HB26  1234567  5. 0    6.0    7.0 

HB27  12   3    4    5    6   7  S.  0   6.0   7.0 

HB28  1234567  5. 0   6.0   7.0 

HB29  12   3   4    5    6   7  5. 0   6. 0    7. 0 

HB30  12   3    4    5    6   7  5.  0   6. 0    7.  0 

HB32  1234567  5.0   6.0    7.0 

HB34  1234567  5.0   6.0   7.0 

HB35  1234567  6. 0    7.0    7.0 

HB36  1234567  5.0   6.0   7.0 


RECORD  KEEPING  AND  REPORT  WRITING 

KNOWLEDGE  OF  SITUATIONS  IN  WHICH  IT  IS 
APPROPRIATE  TO  OBTAIN  WRITTEN 
INFORMATION  FROM  RECORDED  MATERIALS 
AND  SOURCES  OF  INFORMATION. 

ft?li:iITK,T9^'^°^LECT,  RECORD  AND 
DISSEMINATE  INFORMATION  IN  ORDER  TO 
PROVIDE  STAFF  GUIDANCE  AND  OBTAIN 
MONITORING,  EVALUATION  AND  ""'""^ 
ACCOUNTABILITY  DATA. 

ABILITY  TO  MAINTAIN  ON-GOING  WRITTEN 
RECORDS  OF  COUNSELOR  ACTIVITY  AND 
CLIENT  PROGRESS  AND  DISPOSITION. 

SKILL  AT  PROVIDING  INFORMATION  IN 
WRITTEN  FORM  AT  A  PROFESSIONAL  LEVEL. 

KNOWLEDGE  OF  THE  ESSENTIALS  OF 
CHARTING  CLIENT'S  PROGRESS  IN  CLIENT'S 

KNOWLEDGE  OF  GRANT  WRITING  AND 
PROPOSAL  DEVELOPMETJT. 

KNOWLEDGE  OF  THE  GENERAL  REQUIREMENTS 
FOR  A  MENTAL  HEALTH  RESEARCH  OR 
EVALUATION  REPORT. 

^§^,bJtJT.J°^^'<Pf'ESS  DATA  IN  CLEAR 
?NT^i^?^^fATfgnf  ^^'^  '^^°^°  P^'^SOHAL 
ABILITY  TO  WRITE  AN  INTAKE  EVALUATinN 
nVi^l]n.i¥?^^e^f  PRESENTING  PROBLEM,  °'^ 
^E^8r1Sil!i^ST^8r^gy'-^"'^°'^'  ^^'^  TREATMENT 


RROl         12  3   4    5   6   7 


RR02 

RR03 
RR04 

RR05 
RR06 

RR07 

RR08 

RR09 


5,0   6.0   7.0 


1234567      4.  0    5.  0   6.0 


12  3   4    5   6 


12  3   4    5   6 


12  3   4   5   6  7 


3    4    5    6   7 


7.0 
6.0 

6.5 
3.0 


7.0 


7.0 


1234    567      2.  0   3.  0    4.  O 


1234567      4.0   5.0   7.0 


1234567       6.  0    7.  0    7.  0 
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^'^^"^^^  00-0 

GIVEN    YOUR    ROUND   2   ANSWER    AND    THE   GROUP    RE^tPONqp-      nan  r    tuit   rji  iMnrrc 

ABILITY  TO  IDENTIFY  PROBLEM  SETS.         RRIO    1234567   5.0  6.0  7.0   6 
ABILITY  TO  WRITE  REPORTS  IN  CONDENSED 

RRU    1234567   5.06.07.0    5 
ABILITY  TO  PROVIDE  TREATMENT  SUMMARY 
iS£S5'?'?I,iSN  If-"  WRITTEN  FORM  FOR  CASE 
$S?S9itII°  "^'  WELFARE,  AND/OR  NEXT 

THERAPIST.  RR12    12  3  4  5  6  7   5.0  6.0  7.0    6 

ABILITY  TO  MAKE  RECORDS  AND  REPORTS 
THAT  CONFORM  TO  THE  AGENCIES  MEDICAL 
RECORD  SYSTEM.  rr13    12  3  4  5  6  7   5,8  6.0  7.0    6 


SUPERVISION  AND  TRAINING 

KNOWLEDGE  OF  THE  NATURE  OF  AND 
APPROACHES  TO  SUPERVISION. 

ABILITY  TO  DECIPHER  THEORETICAL  MODELS 
COUNSELING  ^   DEMONSTRATION  OF 


1234567   5.  0  5.  5  6.0 


ABILITY  TO  USE  CONFRONTATION  IN 

SUPERVISION.  ST03    1234  5  67   4.0  6.0  6.0 

iS^k^JTsISNy^^  REINFORCEMENT  IN  ^^ 

s5^E^JTsiONy^^  BEHAVIORAL  REHEARSAL  IN    ^^ 

ABILITY  TO  USE  MODELING  IN 

SUPERVISION.  ST06    12  3  4  5  6  7   4. 0  6. 0  6.0 

^i^WI^eTScrP^'^I^'^  ™^  TRAINING  NEEDS 

OF  TH=,  STAFF  AND  DEVELOP  A  TRAINING 

PLAN  FOR  INDIVIDUAL  STAFF  NEEDS.  ST 


1234567   4.  0  5.  0  6.  05 

6 
12  3  4  5  6  7  5.0  6.0  7.0  7 
1234567   4. 0  5. 0  6.0    6 


tRAINING^°  *^°'^^^'^'^  *^'^°   EVALUATE  STAFF 

ABILITY  TO  INSTRUCT  OR  RECEIVE 
INSTRUCTION  FROM  COLLEGUES  ABOUT 
PROFtSSIONAL  SKILLS,  KNOWLEDGE, 
TECHNIQUES.  AND  METHODS. 

^5JV,^TXxI9„'^NALYZE  THE  DEGREE  OF 
FACILITATION  FOSTERED  IN  A  COUNSELING 

tsIItI?  IiaFvE-I"--  -  -^'-'^^3 

IN  htNTAL  HEALTH  SERVICES. 

KNOlvLEDGE  OF  THEORIES  OF  SUPERVISION 
gND^M^NAGEMENT  IN  MENTaL  HEALTH 

KNOWLEDGE  OF  THE  APPLICATION  OF  THE 
VARIOUS  MODELS  OF  SUPERVISION' AND 
MANAGEMENT  IN  MENTAL  HEALTH  SERVICES. 


ST07  1234567  4.0    5.0   6.0 

ST08  1234567  4. 0    5. 0   6.0 

ST09  1234567  4.0   5.0  6.0 

STIO  12  3   4    5   6   7  5. 0   6. 0  7.  0 

STll  12  3   4   5   6   7  5.0    5.0   6.0 

ST12  1    2   3    4    5    6    7  3.0    4.0    5.0 

ST13  12  3   4   5   6   7  3.  0    5. 0  6.  0 

ST14  1234567  3, 0   4. 0   6.0 
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EXAMPLE 


00-0 


GIVEN  YOUR  ROUND  3  ANSWER  AND  THE  GROUP  RESPONSE,  CIRCLE  THE  NUMBER 
WHICH  NgW_REFLECTS,YpyR_gPINigN_OF  EACH  ITEM.  ,**ADDITIONAL  INSTRUCTIONS 


ON  FIRST  PAGE.  »«   1=L0WEST  PR lORITY. . . 7=HIGHEST  PRIORITY 

J^NOkLEDGE  OF  THE  TECHNIQUES  TO  TEACH 
OTHERS  A  SELF-ASSESSMENT  PROCESS. 


ABILITY  TO  USE  KETACOMMUNICATION  IN 
SUPERVISION.  ST16 

KNOWLEDGE  OF  THEORETICAL  APPROACHES  TO 
SUPERVISION.  ST17 

ABILITY  TO  EVALUATE  STAFF  TRAINING.       ST18 

KNOWLEDGE  OF  THE  USE  OF  VIDIO 

EQUIPMENT  IN  SUPERVISION.  ST19 

ABILITY  TO  SEEK  OUT  TRAINING 

EXPERIENCES  FOR  CONTINUING 

PROFESSIONAL  GROWTH.  ST20 


12   3   4    5    6   7 


Ql 
3.0 


MED   Q3   YOU 
4.0    3.0         4 


1234567      2.  0    4.  0    3.0 


4.0 
5.0 


12  3   4   5   6  7      3.0   4.0    5.0 


12  3   4    5   6   7      5.0   6.0   7.0 


TREATMENT  PLANNING 

ABILITY  TO  ORGANIZE  AND  PRESENT  FACTS. 
OBSERVATIONS,  CRITICAL  INCIDENT 
INFCRI1ATI0N,  AND  ASSESSMENT  RESULTS 
REGARDING  A  CLIENT  TO  CASE  CONFERENCE. 

KNOWLEDGE  OF  DSM  III  CATEGORIES  FROM 
WHICH  TO  PLAN  AN  ORGANIZED  TREATMENT 
APPROACH. 

KNOWLEDGE  OF  DEVELOPMENTAL  TRANSITIONS 
MATRIX  FROM  WHICH  TO  PLAN  AN  ORGANIZED 
TREATMENT  APPROACH. 

KNOWLEDGE  OF  DEVELOPMENTAL  DISABILITY 
TYPES  FROM  WHICH  TO  PLAN  AN  ORGANIZED 
TREATMENT  APPROACH. 

ABILITY  TO  CONCEPTUALIZE  A  CASE  GIVEN 
DEVELOPMENTAL  DATA  AND  DIAGNOSTIC 
INFORMATION  FROM  VARIOUS  THEORETICAL 
FRAMEWORKS. 

ABILITY  TO  DIAGNOSE  OR  LABEL  CLIENTS' 
MENTAL  HEALTH  PROBLEMS. 

ABILITY  TO  GENERATE  A  WORKING 
HYPOTHESIS  FROM  A  COMPREHENSIVE 
CONCEPTUALIZATION  CF  A  CASE. 

ABILITY  TO  DETERMINE  REMEDIAL  OR 
THERAPEUTIC  GOALS  FOR  CLIENT. 

ABILITY  TO  DESIGN  A  SEQUENCE  OF 
ACTIVITIES  TO  BE  FOLLOWED  IN  REACHING 
CLIENT  GOALS. 

ABILITY  TO  EXPLAIN  SERVICE  PLAN 
RECOMMENDATIONS  TO  CLIENT  AND/OR 
FAMILY  TO  GAIN  COOPERATION  AND 
COMMITMENT. 

SSS^'!?SSS^„°'^  DIAGNOSTIC  SIGNS  AND 
SYMPTOMS  OF  PSYCHOPATHOLOGY. 

«|8?!ci^of"fHi^SIKII^°t1.S^?H^^°^^ 


TPOl  12   3    4    5   6   7  6.0    6.0   7.0  5 

TP02  1234567  5.0   6.0   7.0  4 

TP03  12  3   4    5   6  7  4.0    5.0   6.0  5 

TP04  1234567  4. 0    5. 06. 0  4 

TP05  12  3   4    5   6  7  5. 0   6. 0   7. 0  6 

TP06  1234567  5.0  6.0   7.0  5 

TP07  12  3   4    5   6  7  6.0   6.0   7.0  6 

TP08  1234567  6. 0   6. 0   7. 0  6 

TP09  1234567  5. 0   6. 0   7. 0  6 

TPIO  1234567  6.0   7.0  7.0  5 

TPll  12  3   4    5   6   7  6.  0   7. 0   7. 0  5 

TP12  1234567  5. 0    6. 0   7.0  6 
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"^'^''^^  00-0 

ON  FIRST  PAGE.**  l=LOUESTTH°l^HTTyf^^%h]l^ksr^^Voll?r'-    '"^^"^^^iS^a  YOU 
^riPh''-|S?l,2£..I"^  STEPS  TO  DEVELOP  A 


1234567      6.0   6.0   7.0 


IJNO-JirieGf   OF   THE    INFORMATION   NECESSARY 
fSR^iSLATlSuf   °^^«"°SIS   OR    DYNAMIC  ^^^^ 


K'^?5^'!r^g?f^°f   THE   SYMPTOMS   AND 
DIAGNOSTIC    CATEGORIES   AND    THE    MOST 
COMgON^CH|MOTHeRAPEUTIC    AGENTS    USED    IN 


TP16    12  3  4  5  6  7   5. 0  6. 0  7. 0 


TP17    1234567   5.  0  5.  5  6.8 
ABILITY  TO  DELINEATE  CRITERIA 
OF^'cLIENT^GOAlI^"^^^''''^  ACHIEVEMENT 


ni.^,^!!;^  I9^^2^  CLIENT  INFORMATION  TO 
WITH  CLIENT^  ^^"^^  ^'-^'^^    ^"  COOPERATION 


TP18    1234567   5.0  6.0  7.0 
1234567   6.0  6.0  7.0 


EDOl    1234567   4.0  5.0  6.0 


MENTAL  HEALTH  EDUCATION 

ABILITY  TO  SELECT  OR  DEVELOP  A 
LEARNING  STRATEGY  APPROPRIATE  TO  THF 
rIsOuIcIs.  ■'''^^''  NEEDS,  AND  EXISTING^ 

ei^k^i;^Glx?k^UgL  EVALUATING  THE 

KNOWLEDGE  NEEDS  OF  CLIENT^'-orSTAFF.      ED03    12  3  4  5  6  7   4.0  5.0  6.0 
SS^LITY  TO  DEVELOP  A  SET  OF  ENABLING 
ATTAINMENT  OF  LEARNING  OBJECTIVES.        ED04 


ED02 


12  3  4  5  6  7   4.0  5.0  5.0 


1234567   4.0  5.0  6.0 
12  3  4  5  6  7   4.0  5.0  6.0 


fSi^lIITTR^■^?S^iS^  MENTAL  HEALTH 

iNrOR'^^TION  TO  THE  PUBLIC  VIA 

LECTURES,  MEETINGS,  WORKSHOPS,  ETC.       ED05 

ABILITY  TO  DEVELOP  AND  CONDUCT 

EDUCATION  ON  DRUG  ABUSE.  ED06    12  3  4  5  6  7   3.0  4.0  5.0 

&S,'',tny„'''°  DEVELOP  AND  CONDUCT 

EDUCATION  ON  PARENTING.  ed07    i    ■:>    -^    a    '^    x.    -,       i,«-« 

euu/  1234567       4.0    5.0    6.0 

pnnriTTr.M°„P^ifILOP   AND   CONDUCT 
TECHNIQUES         "^^H'^'VIOR    MODIFICATION 

pnnriTTnJ°r,P^y^'-OP  AND  CONDUCT 
EDUCATION  ON  NUTRITION. 

FnnrlTTnM°nS^^it°P  "^^D  CONDUCT 
EDUCATION  ON  SOCIAL  SKILLS. 

^il.i-i?^RliogR°c"i^l«g°?S^^I5;i««if^'''^"^« 

SKS"^fg^fEeTEi''?s''i5^^,?^^^hg^[:fn^s''^''^ 

CONSULTATION  AND  EDUCATION: 


ED08  1234567  3.0   4.0    5.0 

ED09  12   3   4    5   6    7  2.0   3.0   4.0 

EDIO  12   3    4    5    6   7  4.0    5.0    6.0 

EDll  1234567  4.0    5.0   6.0 

ED12  1234567  3.0    5.0   6.0 
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EXAMPLE 


00-0 


GIVEN    YOUR    ROUND    2    ANSWER    AND    THE    GROUP    RESPOIMSF.     rTRrr  P    TWP    MiiMniro 

WHICH    i^JOW    REFLECTS    YOUR    OPINION    OF    EACH    ITEM      *»ADDIT10NAL    fwsVRPir?TnMe 

ON    FIRST    PAGE.*.       1=L0WEST    PRI0RITYrr:7=HlinESrPR?0RITY  ^''orMeS^a    YOU 

KNOWLEDGE  OF  TECHNIQUES  AND  MODELS  OF 
MENTAL  HEALTH  EDUCATION. 

ABILITY  TO  DEVELOP  AND  CONDUCT 
EDUCATION  IN  AREAS  OF  COUNSELOR 
EXPERT  X  5E« 

ABILITY  TO  DEVELOP  AND  CONDUCT 
EDUCATION  ON  MARRIAGE. 


ED13    12  3  4  5  6  7   3.0  4.0  3.0    3 

ED14    1234567   4, 0  5.0  6.0    6 
EDI  5    1234567   4.0  5.0  6.0    4 


PRIMARY  PREVENTION 

KNOWLEDGE  OF  THE  INTERACTION  OF  CAREER 
SATISFACTION  AND  MENTAL  HEALTH. 

KNOWLEDGE  OF  THEORETICAL  APPROACHES  TO 
CAREER  DEVELOPMENT  AND  CAREER  CHOICE. 

fSNOWLEDGE  OF  BASIC  NUTRITION  AND 
EXERCISE. 

TECHNIQuls°'^  STRESS  MANAGEMENT 
ACTIVITlls°'^  VALUES  CLARIFICATION 

KNOWLEDGE  OF  PEER  COUNSELING 
ACTIVITIES. 

KNOWLEDGE  OF  MAGIC  CIRCLE  ACTIVITIES. 

KNOWLEDGE  OF  THE  IMPACT  OF  LEISURE 
ACTIVITY  ON  STRESS. 

KNOWLEDGE  OF  LEARNING  THEORY  AND 
TEACHING  TECHNIQUES. 

KNOWLEDGE  OF  THE  CONCEPTS  OF 
PREVENTION,  POSITIVE  HEALTH  PROMOTION, 
SOCIAL  SYSTEM  INTERVENTION, 
ANTICIPATORY  GUIDANCE,  ETC. 

KNOWLEDGE  OF  THE  CONCEPT  AND  PROCESS 
OF  MENTAL  HEALTH  ADVOCACY. 

!iNOH!=?2;5  °^    ™^  CONCEPT  OF  OUTREACH, 
PREVENTION,  PRIMARY  PREVENTION  IN 
MENTAL  HEALTH. 

ABILITY  TO  CONDUCT  MENTAL  HEALTH 
ACTIVITY  PROGRAMS. 

KNOWLEDGE  OF  WHERE  TO  FIND  NEW 
PREVENTIVE  ACTIVITIES. 

{JNgb'^S^Sf.  °f^  PRAGMATIC  APPROACHES  TO 
CAREtR  DEVELOPMENT  AND/OR  CHOICE. 

KNOWLEDGE  OF  BIOFEEDBACK. 

TM9b'h?5*'f  °f^  DEVELOPMENTAL  STAGES  FROM 
INFAr>;CY  THROUGH  OLD  AGE.    '""''"    '"""" 

ABILITY  TO  COMMUNICATE  EFFECTIVFIY  TO 
GROUPS  AT  VARIOUS  LEVELS  OF 
SOPHISTICATION.    '-'^'^'=->-^   ^^ 


PPOl  12   3    4    5    6   7      4.0    5.0   6.0  4 

PP02  1234567      3.0    4.0    5.0  3 

PP03  1234567  3.0   4.0   5.0  2 

PP04  1    2  3   4    5   6   7  4.0  6.0  6.0  6 

PP05  1234567  4.0    5.0   6.0  6 

PP06  1234567  4.0    5.0   6.0  5 

PP07  1234567  2. 0   3. 04. 0  4 

PP08  12   3    4    5    6   7  4. 0    5. 0   6.  O  4 

PP09  1234567  4.0    5.0  6.0  4 

PPIO  1234567  4.0    5.0   6.0  4 

PPll  12  3   4    5   6   7  4.0   5.0  6.0  4 

PP12  12  3   4    5   6   7  4. 0    5. 0   6.0  4 

PP13  1234567  3.0   5.0   5.0  5 

PP14  12  3  4  5  6  7  3.0  5.0  6.0  5 

PP15  12  3  4  5  6  7  3.0  4.0  5.0  4 

PP16  12  3  4  5  6  7  2.0  4.0  5.0  3 

PP17  12  3  4  5  6  7  5.0  6.0  7.0  5 

PP18  12  3  4  5  6  7  5.0  6.0  7.0  6 
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EXAMPLE 


00-0 


ABILITY  TO  SPEAK  IN  PU3LIC  AND 
FACILITATE  AUDIENCE  PARTICIPATION. 


KNOWLEDGE  OF  REFERRAL  SOURCES  FOR 
CAREER  DEVELOPMENT.     """'-ta  i-uK 

KNOWLEDGE  OF  SUPPORT  SYSTEMS  THEORY. 


PPl?         1234367      4.0    5.0    6.0 

PP20         1234367      4.0    3.0   6.0 
PP21         12  3   4    5   6   7      4. 0    5. 0  6.0 


GROUP  COUNSELING 

KNOWLEDGE  OF  VARIOUS  GROUP 
INTERVENTION  THEORIES. 

SliHnX^J°  CLEARLY  DEFINE  GOALS, 
?SR^iJH?S^'^'^°  LIMITS  OF  GROUP 
COUNSELING. 

ABILITY  TO  ASSIST  GROUP  PARTICIPANTS 
BEHAVIOR.  ^''■'^^TIVE  INTER-PERSONAL 

MEMBER^  TO  CONTROL  DOMINEERING  GROUP 

GESb^^PR5eEiyy°'-^^  ''•'^^^^^  ^'-^^•^^  IN 
ABILITY  TO  FOSTER  TRUST-BUILDING 

G»^eggNg^L?^Sf"''^-''^^  TECHNIQUES  IN 

KNOWLEDGE  OF  THE  COt"PONENTS  OF  THP 
DIFFERENT  GROUP  LEADER  STYLEsf 

KnSHb^P?^^°'^  THE  PROCESS  AND  STAGES  OF 
GROUP  LIFE  AND  DEVELOPMENT.  °  "^'■"^^    '^'^ 

iJKSHt^S®^  °^  THE  BASIC  CONCEPTS  OF 
GROUP  DYNAMICS.  ^t-"  i  a  u*- 

ffiki'^?§  8eEJc"§M^5B"g?lcZ?sf"^^^^ 

TU^nbfSS^ni'^Tiy^  DEFINITIONS  AND 
IbS9Sl52  °f^  THE  PRINCIPLES  OF  GROUP 

S^K^2,i^gEA^?S"?R^S?SI^?;  ^N°  ««°S^ 
gSlh^^^RjSp^^JS^gfSNi:''^"  "^"^^''^  ■^° 

ABILITY  TO  FOSTER  GROUP  LEADERSHIP. 
GRobp'^MEMBERl?""^''^  CONTRACTS  WITH 
STUCTjRP^°nclVr,T'^J^g*Fg°^P  PLAN  A 

o?''?S^'i6ul5i^,^'?^c^g^bSp.'""'  ^^^  '-'"'^^ 


GCOl  1234367      5. 0   6. 0   6. 0         6 

GC02  1234567  5.0   6.0   7.0  6 

0C03  1234567  5.0   6.0  7.0  6 

GC04  1234567  5.0   6.0  7.0  6 

CC05  12  3   4   5   6  7  5.  0   6. 0   7.  0  6 

GC06  12   3   4    5   6    7  6.0   6.0   7.0  7 

GC07  1234567  4.0    5.0   6.0  4 

GCOa  1234567  4.0    5.0   6.0  5 

0C07  12   3    4    5   6   7  3. 0    6. 0   7.0  6 

GCIO  1234567  3.0   6.0   7.0  6 

GCll  12  3    4    5   6   7  5.0   6.0  7.0  6 

GC12  1234567  5.0   6.0   7.0  6 

GC13  12   3    4    5    6    7  5.0   6.0   7.0  3 

GC14  12  3   4    5   6   7  5.0   6.0   7,0  7 

GC15  12  3   4    5   6   7  5.0   6. 0   7. 0  7 

GC16  1234567  3.0   6.0   6.5  7 

CC17  12   3    4    3   6    7  5.  0    6. 0   7.  O  3 
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EXAMPLE 

00-0 

ABILITY  TO  EXPLAIN  CONFIDENTIALITY  AND 

ROLE  EXPECTATIONS  TO  GROUP  mIAbERs/"''    QCIS    1  2  3  4  5  6  7   6.  0  7. 0  7. 0    7 


APPENDIX  M 
FOLLOW-UP  DEMOGRAPHIC  QUESTIONNAIRE 


Due  to  unforeseen  difficulties,  I  do  not  have  a  record  of  this  informa- 
tion on  you  from  the  round  one  questionnaire.  Please  fill  out  this  form 
and  return  it  in  the  envelope  provided.  Thank  you. 


Dan  Corley 


DEMOGRAPHIC  DATA  SHEET 


Name: 

P 

hone 

:   (       ) 

Center: 

_  Job 
_  Race 

Tit 

le: 

Sex  (M  or  F) : 

from 
in 

Age : 
the  Departn 
the  year 

Highest  Earned  Degree 

lent  of 

Internship  (number  of  months): 

Years  of  full-time  employment  as 

a  counse 
ty  mental 
eling  or 

lor: 

Area  of  specialty  within  communi 

health_ 
therapy 

Percent  of  time  devoted  to  couns 
and  mental   health  education 

1o\  to 

consultation 

My  client  population  is  primarily: 

%  Rural     %  Urban 

Estimated  average  client  annual  income:  $ 


%>  Suburban 


Self  Ratings: 

The  topic  of  this  study  is  the  essential   knowledges,  skills,  and 
abilities  needed  by  mental   health  counselors. 


1 


2. 


I  estimates  my  expertise  in  the  topic  to  be 
2     3    4    5     6 


1 

low 


7 

high 


I  estimate  my  understanding  of  this  study  and  its'    intent  to  be: 
2  3  4  5  6 


1 
low 


7 
high 
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APPENDIX  N 

HIGHEST  PRIORITY  STATEMENTS  OF  GENERIC  PROFESSIONAL 

AND  TECHNICAL  KNOWLEDGE,  SKILLS,  AND  ABILITIES 

NEEDED  BY  MENTAL  HEALTH  COUNSELORS 


ITEMS  OF  PRIORITY  LEVtL   1 
ASSESSMENT 

AS  9  ABILITY  TO  MAKE  ON-THE-SPOT  DETERMINATIONS  OF  THE 
TYPE  AND  EXTENT  OF  SERVICE  REQUIRED  BY  CLIENTS  IN 
CRISIS. 

AS24   KNOWLEDGE  OF  MANIFEST  SIGNS  OF  ABNORMAL  BEHAVIORS. 

AS26   KNOWLEDGE  OF  THE  SIGNS  OF  CLIENT  DETER lORATlCN. 

AS32   KNOWLEDGE  OF  ONE'S  PERSONAL  LIMITS  AS  A 
DIAGNOSTICIAN. 

AS34   ABILITY  TO  MAKE  PROFESSIONAL  JUDGEMENTS  RELATIVE 
TO  CLIENT  SUICIDAL  IDEATION. 


GENERAL  COUNSELING 

CO  I   ABILITY  TO  FACILITATE  REALITY-BASED  FEEDBACK  TO 
CLIENTS. 

CO  2   ABILITY  TO  FOSTER  AND  ENCOURAGE  CLIENT 
RESPONSIBILITY. 

CO  3   ABILITY  TO  ESTABLISH  GOALS  MARKING  THE  SOLUTION  OF 
CLIENT  PROBLEMS  WHICH  ARE  MUTUALLY  ACCEPTABLE. 

CO  4   ABILITY  TO  SELECT  AND  JUSTIFY  INTERVENTION 
TECHNIQUES. 

CO  5   ABILITY  TO  KEEP  APPOINTMENTS  ON  TIME. 

CD  7   SKILL  AT  PROVIDING  EMPATHETIC  UNDERSTANDING  OF  THE 
CLIENT  AT  ABOVE  AVERAGE  LEVELS  ON  COMMON  SCALES. 

CO  3   SKILL  AT  COMMUNICATING  RESPECT  FOR  THE  INDIVIDUAL 
INTEGRITY  OF  THE  CLIENT  AT  ABOVE  AVERAGE  LEVELS  ON 
COMMON  SCALES. 

CO  9   SKILL  AT  CONCRETENESS  OF  EXPRESSION  IN  THE 

COUNSELING  RELATIONSHIP  AT  ABOVE  AVERAGE  LEVELS  ON 
COMMON  SCALES. 

COlO   SKILL  AT  COMMUNICATING  GENUINENESS  IN  COUNSELING 
AT  ABOVE  AVERAGE  LEVELS  ON  COMMON  SCALES. 

coil   SKILL  AT  APPROPRIATE  SELF- Dl SCLOSURE  IN  COUNSELING 
AT  ABOVE  AVERAGE  LEVELS  ON  COMMON  SCALES. 
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ITEMS    OF    PRIORITY     LEVEL        I 
GENERAL    COUNSELING 


C012       SKILL    AT    CONFROvlTATiaN     IN     THE    COUNSELING 

RELATIONSHIP    AT     ABOVE    AVESAGE    LEVELS     ON    COMMON 
SCALES. 

Cai4       SKILL    AT    OEMQNSTRATING     INTEREST     IN    THE    CLIENT'S 

PROBLEM    AT    ABOVE    AVERAGE    LEVELS    ON    COMMON    SCALES. 

CQIS  SKILL  AT  DEMONSTRATING  AWARENESS  OF  CONTENT  AND 
FEELING  IN  COUNSELING  SESSIONS  AT  ABOVE  AVERAGE 
LEVELS    ON    COMMON    SCALES. 

Cai6       SKILL    AT    EXPRESSING    CLEARLY    THOUGHTS    AND    FEELINGS 
IN    COUNSELING    AT    ABOVE     AVERAGE    LEVELS    ON    COMMON 
SCALES. 

COia       SKILL    AT    DEMONSTRATING    SELF-CONFIDENCE     IN 

ESTABLISHING    COUNSELING    RELATIONSHIPS     AT     ABOVE 
AVERAGE    LEVELS    ON    COMMON    SCALES. 

CC20  SKILL  AT  BEING  RELAXED  AND  COMFORTABLE  IN  THE 
COUNSELING  SESSION  AT  ABOVE  AVERAGE  LEVELS  ON 
COMMON     SCALES. 

CD30        KNOWLEDGE    OF    THE    STEPS     FOR    TERMINATING    A 
THERAPEUTIC    RELATIONSHIP. 

C031        ABILITY    TO    MATCH     TECHNIQUES    TO    PERSONAL    ABILITIES, 

C032       ABILITY     TO    JUDGE    WHEN    TECHNIQUES    ARE    APPROPRIATE 
AND     MEANINGFUL    TO    THE    CLIENT. 

C036       ABILITY     TO    RECOGNI ZE    WHEN     COUNSELOR'S    PERSONAL 

FEELINGS     ARE    TAPPED    BY     INTERACTION     WITH    A     CLIENT. 

C040       ABILITY    TO    RECOGNIZE    THE    CLIENT'S    DEFENSE 
MECHINISMS. 

C041        ABILITY     TO    FACILITATE    EXPRESSIONS     OF     FEELING    FOR 
THERAOUTIC    CHANGE. 

C042        ABILITY    TO    FOSTER    CLIENT     INDEPENDENCE    AND 
SELF-SUFFICENCY. 
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ITEMS  OF  PRIORITY  LEVEL    1 
CONSULTATION 


CS  1   KNOWLEDGE  OF  THE  COUNSELOR'S  OWN  LIMITATIONS  AND 
RESP0NSI3ILITIES  IN  SEE.<ING  AND  PROVIDING 
CONSULTATIVE  HELP. 


FAMILY  COUNSELING 

FC  5   ABILITY  TO  ACCEPT  FAMILY  DECISIONS  DIFFERING  WITH 
COUNSELOR'S  VALUES. 


GROUP  COUNSELING 

GCia   ABILITY  TO  EXPLAIN  CONFIDENTIALITY  AND  ROLE 
EXPECTATIONS  TO  GROUP  MEMBERS. 


HUMAN  BEHAVIOR 

H3  6   KNOWLEDGE  OF  VERBAL  AND  NON-VERBAL  ATTENDING 
BEHAVIORS. 

HB  7   KNOWLEDGE  OF  DIFFERENCES  BETWEEN  COGNITIVE  AND 
AFFECTIVE. 

H635   KNOWLEDGE  OF  THE  COUNSEuO;* 'S  OWN  VALUES. 

REACTIONS,  AND  AMBITIONS  AS  THEY  IMPACT  ON 
COUNSELING. 


INDIVIDUAL  COUNSELING 

IC  I    ABILITY  TO  PROVIDE  THE  SUPPORT  AND  STRUCTURE 
NEEDED  BY  A  CLIENT  EXPERIENCING  A  PERIOD  OF 
MEDICAL  AND/OR  PSYCHOLOGICAL  EMERGENCY  (CRISIS)  IN 
PERSON  OR  BY  PHONE 


INTAKE  PROCEDURES 

IP  I    ABILITY  TO  DEMONSTRATE  BOTH  VERBAL  AND  NON-VERBAL 
ATTENDING  BEHAVIORS. 
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ITEMS    OF    PRIORITY    LEVEL       1 
INTAKE    PROCEDURES 


IP    2       ABILITY    TO    GENERATE    AN    ACCEPTING    ATMOSPHERE    FOR 
ESTABLISHING    RAPPOR    WITH    CLIENTS    (SEE     INDIVIDUAL 
COUNSEL ING) . 

IP    3       ABILITY    TO    EXPLORE    BEYOND     INFORMATION    PROVIDED    BY 
CLIENT. 

IP    ♦        ABILITY    TO     IDENTIFY    ABRUPT     SHIFTS     IN    CONVERSATION 
THAT    EXPOSE    THE    CLIENT'S    PROBLEM. 

IP    5       ABILITY    TO    IDENTIFY    RECJRR ING    REFERENCES    THAT 
EXPOSE    THE    CLIENT'S    PROBLEM. 

IP    6       ABILITY    TO     IDENTIFY    NOTICEABLE    OMMISSIONS     AND 

INCONSISTENCIES    THAT    EXPOSE    THE    CLIENT'S    OROBLEM, 

IP    3       ABILITY    TO     IDENTIFY    NON-VERBAL    BEHAVIORS    THAT 
EXPOSE    THE    CLIENT'S    PR03LEM. 

IPll       ABILITY    TO    DEFINE    THE    CLIENT'S    PROBLEM. 

IP16       KNOyfLEDGE    OF    THE    ESSENTIALS    OF    HISTORY    TAKING. 

IP18       ABILITY    TO    DETERMINE    WHEN    CLIENT    NEEDS    ARE    MORE 
EFFECTIVELY    MET    BY    OTHER    AGENCIES. 

IP19       ABILITY    TO    DETERMINE    THE    NEED    FOR    PSYCHIATRIC 
EVALUATION    OR    PSYCHOLOGICAL    TESTING. 


INTERVENTION    STRAFEGIES 

IS    a        KNOWLEDGE    OF    ABNORMAL    BEHAVIOR    OR    PSYCHOPATHOLOGY 

IS  10        KNOWLEDGE    OF    PERSONAL    RATIONALE    OF    COUNSELING 
UNDERLYING    ONE'S     APPROACH     TO    THE    COUNSELING 
INTERVIEW. 

1513  ABILITY     TO    USE    DPEN-ENDED    QUESTIONING     WHICH 
ENCOURAGES     CLIENT     SELF-EXPLORATION    TO     FACILITATE 
CLIENT     GROWTH. 

1514  ABILITY     TO    USE    CLARIFICATION     STATEMENTS    TO 
FACILITATE    CLIENT     GROWTH. 
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ITEMS  OF  PRIORITY  LEVEL    1 

LEGAL  ^N0  ETHICAL  STANDARDS 


LE  I   KNOWLEDGE  OF  THE  LEVELS  OF  CONFIDENTIALITY 
EXPECTED  OF  MENTAL  HEALTH  COUNSELORS. 

LE  2   KNOWLEDGE  OF  ETHICAL  PROBLEMS  THAT  CONFRONT  MENTAL 
HEALTH  COUNSELORS  IN  PROFESSIONAL  CONDUCT. 

LE  3   KNOWLEDGE  OF  ETHICAL  PROBLEMS  THAT  CONFRONT  MENTAL 
HEALTH  COUNSELORS  IN  SELECTION  OF  INTERVENTION 
TECHNIQUES. 

LE  5   KNOWLEDGE  OF  ETHICAL  PROBLEMS  THAT  CONFRONT  MENTAL 
HEALTH  COUNSELORS  IN  GROUP  COUNSELING. 

LE  6   KNOWLEDGE  OF  LAWS  ON  PRIVILEGED  COMMUNICATION. 

LE  7   KNOWLEDGE  OF  LAWS  ON  PRIVACY  RIGHTS. 

LE  8   KNOWLEDGE  OF  LAWS  GOVERNING  ACCESS  TO  CASE 
RECORDS - 

LEI 3   KNOWLEDGE  OF  STANDARDS  OF  PROFESSIONAL  CONDUCT. 

LE24   KNOWLEDGE  OF  LAWS  ON  CLIENTS'  RIGHT  TO  TREATMENT 
AND  RIGHT  TO  REFUSE  TREATMENT. 


REFERRAL 

RE    I        KNOWLEDGE    OF    ONE'S     OWN    COUNSELING    LIMITS    AND 
REFERRAL     INDICATORS. 

RE    2       ABILITY     TO    PREPARE    THE    CLIENT    FOR     A     TRANSITION     IN 
TREATMENT     BY     DISCUSSING    RATIONALE    FOR     REFERRAL. 

RE    a       ABILITY     TO    ATTEND     TO    THE    CLIENT'S    FEELINGS    TO 

DISPELL    UNCERTAINTY    AND    OBTAIN    COMMITMENT    TO    AN 
AGREEABLE    CHOICE    OF    SERVICE. 

REIA       ABILITY    TO    PROTECT    THE    CLIENT'S    RIGHTS    IN    THE 

REFFERRAL    PROCESS. 


RECORD    KEEPING    AND     REPORT     WRITING 

RR    3        ABILITY    TO    MAINTAIN    ON-GOING    WRITTEN     RECORDS    OF 
COUNSELOR     ACTIVITY     AND    CLI ENT    PROGRE SS    AND 
DISPOSITION. 
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ITEMS  OF  PRIORITY  LEVEL   1 

RECORD  KEEPING  AND  REPORT  URITIUG 


RR  4   SKILL  AT  PROVIDING  INFQMMATION  IN  WRITTEN  FORM  AT 
A  PROFESSIONAL  LEVEL. 

RR  5   KNOWLEDGE  OF  THE  ESSENTIALS  OF  CHARTING  CLIENT'S 
PROGRESS  IN  CLIENT'S  RECORDS.. 

RR  9   ABILITY  TO  WRITE  AN  INTAKE  EVALUATION  WHICH 
INCLUDES  PRESENTING  PROBLEM,  DIAGNOSTIC 
FORMULATION,  AND  TREATMENT  RECOMMENDAT IONS - 


TREATMENT  PLANNING 

TP  I    ABILITY  TO  ORGANIZE  AND  PRESENT  FACTS, 

OBSERVATIONS,  CR IT ICAL  I NC lOENT  INFORMATION,  AND 
ASSESSMENT  RESULTS  REGARDING  A  CLIENT  TO  CASE 
CONFERENCE. 

TP  7   ABILITY  TO  GENERATE  A  WORKING  HYPOTHESIS  FROM  A 
COMPREHENSIVE  CONCEPTUALIZATION  OF  A  CASE. 

TP  8   ABILITY  TO  DETERMINE  REMEDIAL  OR  THERAPEUTIC  GOALS 
FOR  CL I ENT . 

TPIO   ABILITY  TO  EXPLAIN  SERVICE  PLAN  RECOMMEiMDAT  IONS  TO 
CLIENT  AND/OR  FAMILY  TO  GAIN  COOPERATION  AND 
COMMITMENT. 

TPll   KNOWLEDGE  OF  DIAGNOSTIC  SIGNS  AND  SYMPTCMS  OF 
PSYCHOPATHOLOGY. 

TP13   KNOWLEDGE  OF  THE  STEPS  TO  DEVELOP  A  FULL  TREATMENT 
PLAN. 

TP14   KNOWLEDGE  OF  THE  INFORMATION  NECESSARY  TO  COME  TO 
A  DIAGNOSIS  OR  DYNAMIC  FORMULATION. 

TP19   ABILITY  TO  USE  CLIENT  INFORMATION  TO  DEVELOP 
TREATMENT  PLANS  IN  COOPERATION  WITH  CLIENT. 


APPENDIX  0 

SECONDARY  PRIORITY  STATEMENTS  OF  GENERIC  PROFESSIONAL 

AND  TECHNICAL  KNOWLEDGE,  SKILLS,  AND  ABILITIES 

NEEDED  BY  MENTAL  HEALTH  COUNSELORS 


ITEMS  OF  PRIORITY  LEVEL   2 
ASSESSMENT 


ASIO   ABILITY  TO  03TAIN  IN-DEPTH  HISTORICAL  CLIENT 
INFORMATION. 

ASH   ABILITY  TO  OBSERVE  AND  RECORD  CLIENT  BEHAVIOR. 

AS13   ABILITY  TO  MAKE  PROFESSIONAL  JUDGMENTS  RELATIVE  TO 
CLIENT  ATTENTION  SPAN, 

AS14   ABILITY  TO  MAKE  PROFESSIONAL  JUDGMENTS  RELATIVE  TO 
CLIENT  MOTIVATION, 

AS23   KNOWLEDGE  OF  THE  LEVELS  OF  SEVERITY  OF  THE 
ABNORMAL  BEHAVIORS. 

AS29   KNOWLEDGE  OF  THE  USE  OF  ASSESSMENTS  IN  DIAGNOSIS, 
TREATMENT  PLANNING  AND  CONDUCTING  MENTAL  HEALTH 
TREATMENT, 

AS3I   ABILITY  TO  GIVE  AND  INTERPRET  MENTAL  STATES 
EXAMINATION, 

AS3a   KNOWLEDGE  OF  SIGNS  OF  OVER  PRESCRIPTION  AND  UNDER 
PRESCRIPTION  OF  CHEMOTHERAPEUTIC  AGENTS, 


GENERAL  COUNSELING 

CO  6   ABILITY  TO  STRUCTURE  THE  INTERVIEW  BY  EXPLAINING 
TO  THE  CLIENT<S)  THE  NATURE  OF  THE  PROCESS  AND 
PROCEDURAL  LIMITS  SUCH  AS  TIME. 

C017   SKILL  AT  DEMONSTRATING  FLEXIBILITY  IN  VERBAL 

BEH^VIOR  IN  COUNSELING  AT  ABOVE  AVERAGE  LEVELS  ON 
COMMON  SCALES. 

C019   SKILL  AT  RELATIVE  SPONTANEITY  IN  THE  COUNSELING 
RELATIONSHIP  AT  ABOVE  AVE.^AGE  LEVELS  ON  COMMON 
SCALES, 

CC24   KNOWLEDGE  OF  THE  BEHAVIORAL  TECHNIQUE  OF 
BEHAVIORAL  CONTRACTS, 

C023   KNOWLEDGE  OF  THE  COMMON  GOALS  AND  CORE  PRACTICES 

OF  MENTAL  HEALTH  COUNSELING  REGARDLESS  OF  ACADEMIC 
OR  ENVIRONMENTAL  TRAINING. 

C035   KNOWLEDGE  OF  TRANSFERENCE  AND  COUNTERT RANS FERENCE 
ISSUES, 
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ITEMS  OF  PRIORITY  LEVEL   2 
GENERAL  COUNSELING 


C037   KNOWLEDGE  OF  DIFFERENT  EFFECTS  0=  SHORT  AND  LONG 
TERM  COUNSEL  ING- 


CONSULTATION 

CS  3   KNOWLEDGE  OF  THE  ROLE  OF  THE  COUNSELOR  IN  VARIOUS 
CONSULTATION  SITUATIONS. 

CS  7   ABILITY  TO  USE  RECOMMENDAT ION  IN  CONSULTATION. 

CS  9   ABILITY  TO  ANALYZE  CIRCUMSTANCES  TO  IDENTIFY 
DESIRED  OUTCOME  OR  GOALS  OF  CONSULTATION. 

CS17   ABILITY  TO  UNDERSTAND  COMMON  TECHNIQUES  AND 

MEDICAL  TERMS  USED  IN  MENTAL  HEALTH  SETTINGS. 


FAMILY  COUNSELING 

FC  1   KNOWLEDGE  OF  VARIOUS  FAMILY  INTERVENTION  THEORIES. 

FC  2   ABILITY  TO  COUNSEL  FAMILY  UNIT  TO  IMPROVE 

FUNCTIONING  OF  IDENTIFIED  CLIENT  OR  FAMILY  AS  A 

WHOLE. 

FC    4       KNOWLEDGE    OF    THE    EFFECT    OF    CLIENT 

INSTITUTIONALIZATION    ON    FAMILY    DYNAMICS    AND 
SUBSEQUENT    BEHAVIOR. 


FOLLOW-UP 

FU     1        ABILITY     TO     ESTABLISH    A     FOLLOW-UP    PLAN    FOR 
TERMINATED    AND    REFERRED    CLIENTS. 


GROUP     COUNSELING 

GC     1        KNOWLEDGE     OF     VARIOUS    GROUP     INTERVENTION    THEORIES 

GC    2        ABILITY     TO     CLEARLY     DEFINE     GOALS,     STRUCTURE     AND 
LIMITS     OF     GROUP    COUNSELING. 
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ITEMS  OF  PRIORITY  LEVEL   2 
GROUP  COUNSELING 


GC  3   ABILITY  TO  ASSIST  GROUP  PARTICIPANTS  TO  LEARN 
EFFECTIVE  INTER-PERSONAL  QEHAVIOR. 

GC  6   ABILITY  TO  FOSTER  TRUST-i3U  ILOING  RELATIONSHIPS  AND 
PARTICIPATION  BETWEEN  GROUP  MEMBERS. 

GCIO   KNOWLEDGE  OF  THE  BASIC  CONCEPTS  OF  iJROUP  DYNAMICS. 

GC14.   ABILITY  TO  INTERACT  WITH  MEMBERS  TO  BUILD  GROUP 
COHESION. 

GC15   ABILITY  TO  FOSTER  GROUP  LEADERSHIP. 

GG16   ABILITY  TO  NEGOTIATE  CONTRACTS  WITH  GROUP  MEMBERS. 

GC17   ABILITY  TO  HELP  THE  GROUP  PLAN  A  STUCTURE.  DEFINE 
GOALS.  AND  SET  LIMITS  Or  THE  COUNSELING  GROUP. 


HUMAN  BEHAVIOR 

HB  2   KNOWLEDGE  OF  COMMON  DEFENSE  MECHANISMS. 

HB13   KNOWLEDGE  OF  A  SYSTEM  OF  PERSONALITY  DEVELOPMENT. 

HBIS   KNOWLEDGE  OF  SEXUAL  TRANSITIONS  AND  STAGES. 

HB16   KNOWLEDGE  OF  COMMON  PERSONALITY  TYPES  OR  PATTERNS, 

HB17   KNOWLEDGE  OF  THE  IMPACT  ON  PERSONALITY  DEVELOPMENT 
OF  DIVERSE  CULTURES.  VALUES,  ETHNIC  AND  ECONOMIC 
BACKGROUNDS. 

H921   KNOWLEDGE  OF  DEFINITIONS  AND  CONCEPTS  OF 
PSYCHOPATHOLOGY. 

HB22   KNOWLEDGE  OF  THE  MAJOR  TYPES  OF  STRESS.  I.E. 
FRUSTRATIONS,  CONFLICTS.  PRESSURES,  ETC. 

H82*   KNOWLEDGE  OF  THE  IMPACT  OF  POVERTY  AND 
DISCRIMINATION  3N  THE  HELPING  PROCESS. 

Ha27   KNOWLEDGE  OF  THE  EFFECTS  OF  CLIENT  STRESS  LEVEL  ON 
COUNSELING. 

HE2a   KNOWLEDGE  OF  OBSERVABLE  INDICATIONS  OF  CLIENT 
STRESS. 
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ITEMS    OF    PRIORITY    LEVEL        2 
HUMAN     BEHAVIOR 

HB32       KNOWLEDGE    OF    THE    EFFECTS    OF    THE    COUNSELOR'S    IMAGE 
AND     APPEARANCE    GN    COUNSELI NG. 

HS36       KNOWLEDGE    OF    THE    EFFECTS    OF    LONG    TERM 
INSTITUTIONALIZATION. 


INDIVIDUAL    COUNSELING 

IC    4       KNOWLEDGE    OF    LOCAL    RECOUftCES    TO    AUGMENT 
COUNSELING. 


INTAKE     PROCEDURES 

IPIO       ABILITY    TO    DISCUSS    SE^VIC£S    AND    HELP    CLIENT    DECIDE 
WHETHER     TO    UTILIZE    THEM. 

IP14.       ABILITY    TO    PROVIDE    ORIENTATION    TO    CLIENT    AND/OR 
FAMILY. 

IP15        ABILITY    TO    RECORD     IMPRESSIONS    FROM    INTAKE 
INTERVIEWS. 

IP17       KNOWLEDGE    OF     INDICATIONS    AND    CONTRAINDICATIONS    FOR 
AN     ASSESSMENT. 


INTERVENTION    STRATEGIES 

IS    5       KNOWLEDGE    OF    VA^IIQUS    TYPES    OF    GROUPS    AND     THEIR 
DIFFERENCES. 

IS    6       ABILITY     TO    ASSUME     VARIOUS     THEORETICAL     POSITIONS. 

IS    7       ABILITY     TO     USE     VARIOUS     THEORETICAL     TECHNIQUES. 

1511  KNOWLEDGE    OF     BEHAVIORS     OR     SKILLS    WHICH    ENHANCE 
COUNSELOR    EFFECTIVENESS    AND    CLIENT    GROWTH. 

1512  ABILITY     TO    USE    RESTATEMENT     OR     PARAPHRASING     TO 
MIRROR     THE     COGNITIVE    OR    AFFECTIVE    CONTENT     CF 
CLIENT     STATEMENTS    TO    FACILITATE    CLIENT    GROWTH. 

IS15       ABILITY     TO    USE     PROBING     STATEMENTS     TO    FACILITATE 
CLIENT    GROWTH. 
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ITEMS  OF  PRIORITY  LEVEL   2 

INTERVENTION  STRATEGIES 

IS16   ABILITY  TO  USE  SILENCE  TO  FACILITATE  CLIENT 
GROWTH. 

ISia   KNOWLEDGE  OF  FACTORS  OF  HUMAN  DEVELOPMENT  SUCH  AS 
HUMAN  MOTIVATION,  BIOLOGICALt  PSYCHO-SOCIAL* 
SOCIAL-CULTURAL  ANO  HUMAN  NEEDS. 

ISI9   KNOWLEDGE  OF  PSYCHOOYNAMIC  THEORY. 

IS21   KNOWLEDGE  OF  LIFE  SPAN  DEVELQOMENT  THEORY, 

INCLUDING  CONCEPTS  OF  NEONATAL  DEVELOPMENT,  EARLY, 
MID  AND  LATE  ADOLESCENCE,  ADULT  DEVELOPMENT,  AGING 
AND  DYING. 

IS26   KNOWLEDGE  OF  CRISIS  INTERVENTION  THEORY,  ITS 
APPLICATION  AND  TECHNIQUES. 

1532  KNOWLEDGE  OF  THE  THERAPEUTIC  EFFECTS  OF  THE  MOST 
COMMONLY  USED  CHEMOTHERAPEUTIC  AGENTS,  I.E.: 
ANTICONVULSANTS,  TRANQUILIZERS,  SEDATIVES, 
NARCOTICS,  ENERGIZERS,  ETC. 

IS35   KNOWLEDGE  OF  SIMILARITIES  AND  DIFFERENCES  AMONG 
INDIVIDUAL.  FAMILY  AND  GROUP  COUNSELING. 

1533  KNOWLEDGE  OF  LIMITS  OF  PSYCHOTHERAPY. 

IS39   ABILITY  TO  USE  MINIMAL  ENCOURAGERS  TO  FACILITATE 
CLIENT  GROWTH. 

IS41   ABILITY  TO  ADAPT  INTERVENTION  TECHNIQUES  TO  NEW  OR 
DI?=FERENT  SITUATIONS. 

1543  ABILITY  TO  USE  CONFRONTATION  TO  FACILITATE  CLIENT 

GROWTH. 

1544  ABILITY     TO    USE    FEEDBACK    ON    NON-VERBAL     BEHAVIORS     TO 
FACILITATE    CLIENT 


LEGAL     AND    ETHICAL    STANDARDS 

LE19        KNOWLEDGE    OF    STANDARDS     FOR     INTERPROFESSirjN  AL 
RELATIONS. 

LE23       KNOWLEDGE    OF    LAiJS     GOVERNING    INVOLUNTARY 
HOSPITALIZATION. 
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ITEMS  OF  PRIORITY  LEVEL   2 
PRIMARY  PREVENTION* 

PP    4   KNOWLEDGE  OF  STRESS  MANAGEMENT  TECHNIQUES. 

PP18   ABILITY  TO  COMMUNICATE  EFFECTIVELY  TO  GROUPS  AT 
VARIOUS  LEVELS  OF  SOPHISTICATION. 

PP19   ABILITY  TO  SPEAK  IN  PUBLIC  AND  FACILITATE  AUDIENCE 
PARTICIPATION. 

REf^ERRAL 

RE  3   ABILITY  TO  PREPARE  THE  CLIENT  FOR  A  TRANSITION  IN 
TREATMENT  BY  DISCUSSING  CHOICES  IN  RESOURCE  AND 
TREATMENT- 

RE  7   ABILITY  TO  PREPARE  THE  CLIENT  FOR  A  TRANSITION  IN 
TREATMENT  BY  DISCUSSING  POSSIBLE  RISKS. 

RE  9   ABILITY  TO  PROVIDE  RECEIVING  AGENCY  WITH  THE 

NECESSARY  CLIENT  INFORMATION  TO  ASSURE  EXPEDIENT 
CLIENT  SERVICE. 

REIO   KNOWLEDGE  OF  SPECIALTIES  AND  TRAINING  OF  RELATED 
DISCIPLINES  FOR  USE  AS  REFERRAL  RESOURCES. 

RE13   ABILITY  TO  INTERPRET  CLIENT  NEEDS  TO  RECEIVING 
AGENCY. 


RECORD  KEEPING  AN3  REPORT  WRITING 

RR12  ABILITY  TO  PROVIDE  TREATMENT  SUMMARY  INFORMATION 
IN  WRITTEN  FORM  FOR  CASE  ASSOCIATED  MD,  WELFARE. 
AND/OR  NEXT  THE=?APIST. 

RR13  ABILITY  TO  MAKE  RECORDS  AND  REPORTS  THAT  CONFORM 
TO  THE  AGENCIES  MEDICAL  RECORD  SYSTEM, 


SERVICE  CONTINUITY 

SC  1    ABILITY  TO  MAKE  RELEVANT  INPUT  INTO  PSYCHIATRIC 
TEAM  MEETINGS  ON  THERAPY  PROGRESS  AND  DIRECTION. 
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ITEMS  OF  PRIORITY  LEVEL   2 
SERVICE  CONTINUITY 


SC  2   AaiL  ITY  TO  FACILITATE  EFFORTS  OF  GROUPS  OF 

STAFF/CLIENTS  TU  SOLVE  PROBLEMS  AND  MAKE  DECISIONS 
THAT  REFLECT  THE  COLLECTIVE  WISDOM, 

SC  9   ABILITY  TO  FUNCTION  AS  A  CLIENT  ADVOCATE. 


SUPERVISION  AND  TRAINING 
ST  6   ABILITY  TO  USE  MODELING  IN  SUPERVISION. 

TREATMENT  PLANNING 

TP  5   ABILITY  TO  CONCEPTUALIZE  A  CASE  GIVEN 

DEVELOPMENTAL  DATA  AND  DIAGNOSTIC  INFORMATION  FROM 
VARIOUS  THEORETICAL  FRAMEj^ORKS. 

TP  6   ABILITY  TO  DIAGNOSE  OR  LABEL  CLIENTS*  MENTAL 
HEALTH  PROBLEMS. 

TP  9   ABILITY  TO  DESIGN  A  SEQUENCE  OF  ACTIVITIES  TO  BE 
FOLLOWED  IN  REACHING  CLIENT  GOALS. 

TP17   KNOWLEDGE  OF  MEDICAL  CONSEQUENCES  OF  LONG  TERM 
DRUG  USE. 

TP13   ABILITY  TO  DELINEATE  CRITERIA  INDICATIVE  OF 
SUCCESSFUL  ACHIEVEMENT  3F  CLIENT  GOALS. 


APPENDIX  P 

HIGHEST  AND  SECONDARY  STATEMENTS  OF  GENERIC  PROFESSIONAL 
AND  TECHNICAL  KNOWLEDGE,  SKILLS,  AND  ABILITIES 
NEEDED  BY  MENTAL  HEALTH  COUNSELORS  BY  CATEGORY 


category:   assessment 

priority  level      1 

as  9     ability  to  make  on-the-spot  determinations  of  the 
type   and  extent  of  service  required  by  clients    in 

CRISIS. 

AS24       KNOWLEDGE    OF     MANIFEST    SIGNS     OF    ABNORMAL    BEHAVIORS. 

AS26       KNOWLEDGE     OF    THE     SIGNS    OF    CLIENT     DETERIORATION. 

AS32       KNOWLEDGE    OF    ONE'S    PERSONAL    LIMITS    AS    A 
DIAGNOSTICIAN. 

AS34       ABILITY    TO    MAKE    PROFESSIONAL    JUDGEMENTS    RELATIVE 
TO    CLIENT    SUICIDAL     IDEATION. 


PRIORITY    LEVEL        2 

ASIO        ABILITY    TO    OBTAIN     IN-DEPTH    HISTORICAL    CLIENT 
INFORMATION. 

ASH        ABILITY    TO    OBSERVE    AND    RECORD    CLIENT     BEHAVIOR. 

AS13       ABILITY    TO    MAKE    PROFESSIONAL     JUDGMENTS    RELATIVE    TO 
CLIENT    ATTENTION     SPAN. 

AS14        ABILITY    TO    MAKE    PROFESSIONAL     JUDGMENTS    RELATIVE     TO 
CLIENT    MOTIVATION. 

AS23       KNOWLEDGE    OF    THE    LEVELS    OF     SEVERITY    OF    THE 
ABNORMAL     BEHAVIORS. 

AS29       KNOWLEDGE    OF    THE    USE     OF    ASSESSMENTS     IN    DIAGNOSIS. 
TREATMENT    PLANNING    AND    CONDUCTING     MENTAL    HEALTH 
TREATMENT. 

AS31        ABILITY    TO    GIVE     AND     INTERPRET     MENTAL    STATES 
EXAMINATION. 

AS3a       KNOWLEDGE     OF     SIGNS    OF     OVER    PRESCRIPTION     AND    UNDER 
PRESCRIPTICN    OF    CHE^I  OTH£  RAPEUTIC    AGENTS. 
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category:    general  counseling 
priority  level      i 


CC    1        ABILITY    TO    FACILITATE    REALITY-BASED    FEEDBACK     TO 
CLIENTS, 

CO     2       ABILITY    TO    FOSTER    AND    EnJCQU=(AGE    CLIENT 
RESPONSIBILITY . 

CO    3       ABILITY     TO    ESTABLISH    GOALS     MARKING    THE    SOLUTION    OF 
CLIENT    PROBLEMS    WHICH    A^E     MUTUALLY    ACCEPTABLE. 

CC    4       ABILITY    TO    SELECT     AND    JJST  IFY     INTERVENTION 
TECHNIQUES. 

CC    5       ABILITY    TO    KEEP    APPOINTMENTS    ON     TIME. 

CO    7       SKILL    AT     PROVIDING    EMPATHETIC    UNOEBSTANO ING    OF    THE 
CLIENT    AT    ABOVE    AVERAGE    LEVELS    ON    COMMON    SCALES. 

CC    3       SKILL     AT     COMMUNICATING    RESPECT    FOR     THE     INDIVIDUAL 
INTEGRITY    OF    THE    CLIENT     AT    ABOVE     AVERAGE    LEVELS     ON 
COMMON    SCALES. 

CC    9       SKILL     AT     CONCRETENESS    OF     EXPRESSION    IN    THE 

COUNSELING    RELATIONSHIP    AT    ABOVE     AVERAGE    LEVELS     ON 
COMMON    SCALES. 

CCIO       SKILL     AT    COMMUNICATING    GENUINENESS     IN    COUNSELING 
AT     ABOVE    AVERAGE    LEVELS    ON    COMMON    SCALES. 

ceil        SKILL     AT     APPROPRIATE    SE_F-OI SCL3SURE     IN    COUNSELING 
AT    ABOVE     AVERAGE    LEVELS    ON    COMMON    SCALES. 

C012       SKILL     AT     CONFRONTATION    IN     THE     COUNSELING 

RELATIONSHIP    AT     ABOVE    AVERAGE    LEVELS    ON    C0M.'40N 
SCALES. 

CC14       SKILL     AT     DEMONSTRATING    INTEi^EST     IN     THE    CLIENT'S 

PROdLEM    AT    ABOVE     AVERAGE     LEVELS     ON    COMMON    SCALES. 

C015  SKILL  AT  DEMONSTRATING  AWARENESS  OF  CONTENT  AND 
FEELING  IN  COUNSELING  SESSIONS  AT  ABOVE  AVERAGE 
LEVELS    CN    COMMON     SCALES. 

CC16       SKILL     AT     EXPRESSING    CLEARLY     THOUGHTS    AND     FEELINGS 
IN    COUNSELING     AT     ABOVE    AVERAGE    LEVELS    ON    COMMON 
SCALES. 

CCI8       SKILL    AT     DEMONSTRATING    SELF-CONFIDENCE     IN 

ESTABLISHING     COUNSELING     RELATIONSHIPS     AT     ABOVE 
AVERAGE    LEVELS     3N    COMMO^^     SCALES. 
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category:    general  counseling 
priority  level     1 


C020  SKILL  AT  BEING  RELAXED  4N0  COMFORTABLE  IN  THE 
COUNSELING  SESSION  AT  ABOVE  AVERAGE  LEVELS  ON 
COMMON     SCALES. 

CC30        KNOWLEDGE    OF    THE     STEPS    =0R    TERMINATING    A 
THERAPEUTIC    RELATIONSHIP. 

C03i       ABILITY    TO    MATCH     TECHNIQUES    TO    PERSONAL    ABILITIES. 

CC32        ABILITY    TO     JUDGE    WHEN    TECHNIQUES     ARE    APPROPRIATE 
AND    MEANINGFUL     TO    THE    CLIENT. 

C036       ABILITY    TO    RECOGNIZE    WHEN    COUNSELOR'S    PERSONAL 

FEELINGS     ARE    TAPPED    BY     INTERACTION    WITH    A    CLIENT. 

COAO       ABILITY    TO    RECOGNIZE     THE     CLIENT'S     DEFENSE 
MECHINISMS. 

CC41        ABILITY    TO    FACILITATE    EXPRESSIONS     OF     FEELING    FOR 
THERAPUTIC    CHANGE. 

CC42       ABILITY    TO    FOSTER    CLIENT      INDEPENDENCE    AND 
SELF- SUF F  ICE  NC  Y. 


PRIORITY     LEVEL       2 

CO    6       ABILITY     TO     STRUCTURE     THE     INTERVIEW    BY    EXPLAINING 
TO    THE    CLIENT(5)     THE    NATURE    OF    THE    PROCESS    AND 
PROCEDURAL    LIMITS    SJCH    AS    TIME. 

CC17       SKILL     AT    DEMONSTRATING    FLEXIBILITY    IN    VERBAL 

BEHAVIOR     IN    COUNSELING    AT     ABOVE    AVERAGE    LEVELS    ON 
COMMON     SCALES. 

C019       SKILL     AT    RELATIVE     SPONTANEITY     IM     THE    COUNSELING 
RELATIONSHIP    AT     ABOVE    AVERAGE    LEVELS    ON    COMMON 
SCALES. 

CC24        KNOWLEDGE    OF    THE    BEHAVIDRAL     TECHNIQUE    OF 
BEHAVIORAL    CONTRACTS. 

Ca28       KNOWLEDGE    CF    THE    COMMON    GOALS    AND    CORE    PRACTICES 

OF     MENTAL     HEALTH     COUNSE_ING    REGARDLESS    OF     ACADEMIC 
OR    ENVIRONMENTAL     TRAINING. 

CC25       KNOWLEDGE     OF     TRANSFERENCE     AND     CQU NTE RTRANSFERENCE 
ISSUES. 
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category:  general  counseling 
priority  level  2 


CC37   KNOWLEDGE  OF  DIFFERENT  EFFECTS  3F  SHORT  AND  LONG 
TERM  COJNSELING. 


category:  CONSULTATION 

PRIORITY    LEVEL        1 

CS    1        KNOWLEDGE    OF    THE    COUNSE_OR»S    OWM     LIMITATIONS    AND 
RESPONSIBILITIES     IN    SEEKING    AND    PROVIDING 
CONSULTATIVE    HELP. 


PRIORITY    LEVEL       2 

CS    3       KNOWLEDGE    OF    THE    ROLE    OF     THE    COUNSELOR     IN     VARIOUS 
CONSULTATION    SITUATIONS. 

CS    7       ABILITY    TO    USE    RECOMMENDATION     IN    CONSULTATION. 

CS    9       ABILITY    TO    ANALYZE    CIR CJMSTANCES     TO     IDENTIFY 
DESIRED    OUTCOME    OR    GOALS     OF    CONSULTATION. 

CS17       ABILITY    TO     UNDERSTAND    CD MMON     TECHNIQUES    AND 

MEDICAL    TERMS    USED     IN    MENTAL     HEALTH    SETTINGS. 


category:  family  counseling 
priority  level  1 

FC    5        A3ILITY     TO    ACCEPT    FAMILY     DECISIONS    DIFFERING     WITH 
COUNSELOR'S    VALUES. 
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categqry:   family  counseling 
priority  level      2 

FC     1        KNOWLEDGE     CF    VARIOUS    FAVt  ILY     INTERVENTION    THEORIES. 

FC    2       ABILITY     TO    COUNSEL    FAMILY    UNIT    TO     IMPROVE 

FUNCTIONING    OF     lOENTIFlED    CLIENT     OR    FAMILY    AS    A 
WHOLE. 

FC    4       KNOWLEDGE    OF    THE    EFFECT    OF    CLIENT 

INSTITUTIONALIZATION    ON    FAMILY    DYNAMICS    AND 
SUBSEQUENT    BEHAVIOR. 


category:    follow-up 
priority   level     2 

FU    1        ABILITY     TO    ESTABLISH    A    =OLLOW-UP     PLAN    FOR 
TERMINATED    AND    REFERRED    CLIENTS. 


category:    group   counseling 
priority  level     i 

GCia       ABILITY     TO    EXPLAIN    CONFIDENTIALITY    AND    ROLE 
EXPECTATIONS    TO    GROUP    MEMBERS. 


PRIORITY    LEVEL       2 
GC    I        KNOWLEDGE    OF    VARIOUS     GR3UP     INTERVENTION     THEORIES. 

GC    2       ABILITY    TO    CLEARLY    DEFINE    GOALS.     STRUCTURE    AND 
LIMITS    OF    GROUP    COUNSELING. 

GC    3        ABILITY    TO    ASSIST     GROUP    PARTICIPANTS     TO    LEARN 
EFFECTIVE     INTER-PERSONAL     BEHAVIOR. 
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category:   group  counseling 
priority  level     2 

gc  6     ability  to  foster  trust-building  relationships   and 
participation   between  g^oup   mem9ers. 

gcio     knoatledge  cf  the  basic  concepts  of  group  dynamics, 

gc14     ability   to  interact  wi  t^   members   to  build  group 
cohes ion. 

gc15     ability  to  foster  group  leadership. 

gc16     ability  to  >4eg0tiate  contracts  with  group  members. 

gc17     ability  to   help  the  grojp  plan  a   stucture,   define 
goals.  and   set  limits  of  the  counseling  group. 


category:   human  behavior 

priority  level      1 

hb  6     knowledge   cf  verbal   and  non-verbal  attending 
behaviors. 

h8  7     knowledge  of  differences   between  cognitive  and 
affective. 

hb^s     knowledge  of   the  counse_or's   own   values. 

reactions.   and  ambitions   as  they    impact  on 
counseling. 


PRIORITY  LEVEL   2 
HB  2   KNOWLEDGE  CF  COMMON  DEFENSE  MECHANISMS. 
HB13   KNOWLEDGE  QF  A  SYSTEM  OF  PERSONALITY  DEVELOPMENT. 
H815   KNOWLEDGE  OF  SEXUAL  TRANSITIONS  AND  STAGES. 
Hei6   KNOWLEDGE  OF  COMMON  PERSONALITY  TYPES  OR  PATTERNS, 
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category:    human   behavior 
priori ty  level     2 


Hei7       KNOWLEDGE    OF    THE     IMPACT    ON    PERSONALITY    DEVELOPMENT 
OF    DIVERSE    CULTJRES.     VALUESt      ETHNIC    AND    ECONOMIC 
BACKGROUNDS. 

HB21        KNOWLEDGE    OF    DEFINITIONS     AND    CONCEPTS    OF 
PSYCHOPATH CLOG Y. 

HB22       KNOWLEDGE     OF     THE     MAJOR    TYPES    OF    STRESS.     I.E- 
FRUSTRAT IONS,     CONFLICTS.     PRESSURES.     ETC. 

HB24        KNOWLEDGE    OF    THE     IMPACT    OF    POVERTY    AND 
DISCRIMINATION    ON     THE    HELPING    PROCESS. 

HB27       KNOWLEDGE    OF    THE    EFFECTS     OF     CLIENT    STRESS    LEVEL    ON 
COUNSELING. 

He28       KNOWLEDGE    OF    OBSERVABLE     INDICATIONS    OF    CLIENT 
STRESS. 

HB32       KNOWLEDGE     CF     THE    EFFECTS    OF    THE    COUNSELOR'S    IMAGE 
AND    APPEARANCE    ON    COUNSELING. 

HB36       KNOWLEDGE     CF     THE    EFFECTS     OF    LONG    TERM 
INST ITUT lONALIZA  TION. 


category:      INDIVIDUAL    COUNSELING 

PRIORITY    LEVEL        1 

IC     1        ABILITY     TO    PROVIDE    THE    SUPPORT    AND    STRUCTURE 
NEEDED    BY     A     CLIENT    EXPERIENCING    A     PERIOD     OF 
MEDICAL    AND/OR    PSYCHOLOGICAL     EMERGENCY     (CRISIS)     IN 
PERSON    OR     BY    PHONE 


PRIORI  TY    LEVEL        2 

IC    4       KNOWLEDGE    OF    LOCAL    RECOURCES     TO    AUGMENT 
COUNSELING. 
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category:    intake   procedures 
priority  level      i 


IP    1        ABILITY    TO    DEMONSTRATE    30TH    VER3AL    AND    NON-VERBAL 
ATTENDING    BEHAVIORS. 

IP    2       ABILITY    TO     GENERATE    AN    ACCEPTING     ATMOSPHERE    FOR 
ESTABLISHING    RAPPOR    WITH     CLIENTS     (SEE     INDIVIDUAL 
COUNSELING). 

IP    3       ABILITY     TO    EXPLORE    BEYOND     INFORMATION    PROVIDED    BY 
CLIENT. 

IP    4       ABILITY    TO     IDENTIFY    ABRUPT    SHIFTS     IN    CONVERSATION 
THAT     EXPOSE    THE    CLIENT'S     PROBLEM. 

IP    5       ABILITY     TO    IDENTIFY     RECURRING    REFERENCES     THAT 
EXPOSE    THE    CLIENT'S    PR03LEM. 

IP    6       ABILITY     TO     IDENTIFY     NOTICEABLE    OMMISSIONS    AND 

INCONSISTENCIES    THAT    EXPOSE    THE    CLIENT'S    PROBLEM. 

IP    8       ABILITY    TO     IDENTIFY    NON-VERBAL    BEHAVIORS    THAT 
EXPOSE    THE    CLIENT'S     PROBLEM. 

IPll       ABILITY    TO    DEFINE    THE    CLIENT'S    PROBLEM. 

IP16        KNOWLEDGE    OF    THE    ESSENTIALS    OF    HISTORY    TAKING. 

IPia       ABILITY    TO    DETERMINE     WHEN    CLIENT     NEEDS     ARE    MORE 
EFFECTIVELY    MET    BY    OTHE^     AGENCIES. 

IP19        ABILITY    TO    DETERMINE    THE    NEED    FOR     PSYCHIATRIC 
EVALUATION    OR    PSYCHOLOGICAL     TESTING. 


PRIORITY    LEVEL       2 

IPIO       ABILITY    TO    DISCUSS    SERVICES    AND    HELP    CLIENT    DECIDE 
WHETHER    TO    UTILIZE    THEM. 

IP14       ABILITY     TO    PROVIDE    ORIENTATION    TO    CLIENT     ANO/OR 
FAM  ILY. 

IP15       ABILITY     TO    RECORD     IMPRESSIONS     From     INTAKE 
INTERVIEWS. 

IP17        KNOWLEDGE    OF     INDICATIONS     AND     CONTRAINDICATIONS    FOR 
AN    ASSESSMENT. 
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category;   intervention   strategies 
priority  level.      i 

is  3      knoiwuedge  of  abnormal   behavior  or  psychopathclogy, 

isio     knowledge   of   personal   rationale   of  counseling 
underlying  one's   approach  t3   the  counseling 
interview. 

is13     ability  to  use   open-ended  questioning   which 

encourages  clieint  self-exploration  to  facilitate 
client  growth. 

is14     ability  to   use  clarification   statements   to 
facilitate  client  growth. 


PRIORITY    LEVEL        2 

IS    5        KNOWLEDGE     OF    VARIOUS    TY^ES    OF    GROUPS     AND    THEIR 
DIFFERENCES. 

IS    6       ABILITY    TO    ASSUME    VARIOJS     THEORETICAL    POSITIONS. 

IS    7       ABILITY    TO    USE     VARIOUS    THEORETICAL    TECHNIQUES. 

1511  KNOWLEDGE    OF    BEHAVIORS    DR     SKILLS     WHICH    ENHANCE 
COUNSELOR    EFFECTIVENESS     AND    CLIENT     GROWTH. 

1512  ABILITY    TO    USE    RESTATEMENT    OR     PARAPHRASING    TO 
MIRROR    THE    COGNITIVE    OR    AFFECTIVE    CONTENT    OF 
CLIENT    STATEMENTS    TO    FACILITATE    CLIENT     GROWTH. 

1515  ABILITY    TO    USE    PROBING    STATEMENTS     TO    FACILITATE 
CLIENT     GROWTH. 

1516  ABILITY     TO     USE     SILENCE    TO    FACILITATE     CLIENT 
GROWTH. 

IS18       KNOWLEDGE    OF    FACTORS     OF    HUMAN     DEVELOPMENT     SUCH    AS 
HUMAN     MOTIVATIO^J,     BI0L03ICALt     PS  YCHO-SOC  I  AL  t 
SOCIAL-CULTURAL     AND     HUMAN    NEEDS. 

I  SI  9        KNOWLEDGE     OF    PSYCHOOYNAM I C     THEORY. 

IS21        KNOWLEDGE    OF    LIFE     SPAN     DEVEuOPMENT    THEORY. 

INCLUDING  CONCEPTS  OF  NEONATAL  DEVELOPMENT,  EARLY, 
MID  AND  LATE  ADOLESCENCE,  ADULT  DEVELOPMENT,  AGING 
AND     DYING. 
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category:    intervention   strategies 
priority  level     2 


IS26        KNOWLEDGE    OF    CRISIS     INTERVENTION     THEORY,     ITS 
APPLICATION    AND    TECHNIQJES. 

IS32       KNOWLEDGE    OF    THE    THERAPEUTIC    EFFECTS    OF    THE    MOST 
COMMONLY    USED    CHEMOT HERAPEUT IC    AGENTS.     I.E.: 
ANTICONVULSANTS.     TRANQUILIZERS.     SEDATIVES. 
NARCOTICS.     ENERGIZERS.     ETC. 

IS35       KNOWLEDGE     OF    SIMILARITIES     AND    DIFFERENCES    AMONG 
INDIVIDUAL.     FAMILY    AND    GROUP    COUNSELING. 

1538  KNOWLEDGE    OF    LIMITS    OF    PSYCHOTHERAPY. 

1 539  ABILITY    TO    USE    MINIMAL    ENCOURAGERS    TO    FACILITATE 
CLIENT    GROWTH. 

IS41        ABILITY    TO    ADAPT     INTERVENTION    TECHNIQUES    TO    NEW    OR 
DIFFERENT    SITUATIONS. 

1543  ABILITY    TO    USE    CONFRONTATION!     TO    FACILITATE    CLIENT 
GROWTH. 

1544  ABILITY    TO    USE    FEEDBACK    ON    NON-VERBAL    BEHAVIORS    TO 
FACILITATE    CLIENT 


category:    legal   and  ethical    standards 

pri  ori  ty  level     1 

le  1     knowledge  of  the  levels  of  confidentiality 
expected  of  mental  healfh  counselors. 

LE    2       KNOWLEDGE    OF    ETHICAL    PROBLEMS     THAT    CONFRONT    MENTAL 
HEALTH    COUNSELORS     IN     PROFESSIONAL    CONDUCT. 

LE    3        KNOWLEDGE     OF    ETHICAL    PROBLEMS     THAT    CONFRONT     MENTAL 
HEALTH    COUNSELORS    IN     SE:.ECTION    OF     INTERVENTION 
TECHN  IQUES  . 

LE    5       KNO/<LEOGE     CF    ETHICAL    PROBLEMS    THAT    CONFRONT    MENTAL 
HEALTH    COUNSELORS     IN     GR3UP    COUNSELING. 

LE    6        KNOWLEDGE    CF    LAWS    ON    PRIVILEGED    COMMUNICATION. 
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category:   legal  and  ethical  standards 

PRIORITY    level        1 

LE    7       KNOWLEDGE    OF    LAWS    ON    PRIVACY    RIGHTS. 

LE    3       KNOWLEDGE     OF     LAWS    GOVERNING     ACCESS    TO    CASE 
RECORDS. 

LE18       KNOWLEDGE     CF    STANDARDS    OF    PROFESSIONAL    CONDUCT. 

LE24       KNOWLEDGE    OF    LAWS    ON    CLIENTS'     RIGHT    TO    TREATMENT 
AND    RIGHT    TO    REFUSE    TREATMENT. 


PRIORITY    LEVEL        2 

LE19        KNOWLEDGE    CF    STANDARDS    FOR     INTERPROFESSIONAL 
RELATIONS. 

LE23       KNOWLEDGE    OF    LAWS    GOVERNING     INVOLUNTARY 
HOSPITALIZATION. 


category:   primary   prevention 

priority  level      2 

pp  4      knowledge  of  stress  management  techniques. 

pp13     ability  to  communicate  effectively  to  groups   at 
various  levels  of   sophistication. 

pp19     ability  to  speak   in  public  and  facilitate  audience 
participation. 
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category:    referral 
priority  level     1 


RE     1        KNOWLEDGE    OF    ONE'S    OWN    COUNSELING    LIMITS     ANO 
REFERRAL     INDICATORS. 

RE    2       ABILITY    TO    PREPARE    THE    CLIENT     FOR     A    TRANSITION     IN 
TREATMENT    BY    DISCUSSING    RATIONALE     FOR     REFERRAL. 

RE    a        ABILITY    TO     ATTEND    TO    THE     CLIENT'S     FEELINGS    TO 

DISPELL    UNCERTAINTY    ANO    OBTAIN    COMMITMENT    TO     AN 
AGREEABLE    CHOICE     OF    SERVICE. 

RE14       ABILITY     TO    PROTECT     THE    CLIENT'S     RIGHTS     IN    THE 

REFFERRAL     PROCESS. 


PRIORI TY    LEVEL        2 

RE    3       ABILITY    TO    PREPARE    THE    CLIENT    FOR     A    TRANSITION     IN 
TREATMENT     BY     DISCUSSING    CHOICES     IN    RESOURCE    ANO 
TREATMENT. 

RE    7       ABILITY    TO    PREPARE    THE    CLIENT    FDR     A     TRANSITION     IN 
TREATMENT    BY    DISCUSSING    POSSIBLE    RISKS. 

RE    9       ABILITY    TO    PROVIDE    RECEIVING     AGENCY    WITH     THE 

NECESSARY     CLIENT     INFORMATION     TO    ASSURE    EXPEDIENT 
CLIENT    SERVICE. 

REIO       KNOWLEDGE    OF     SPECIALTIES     AND     TRAINING     OF     RELATED 
DISCIPLINES    FDR     USE    AS    REFERRAL    RESOURCES. 

RE13       ABILITY     TO    INTERPRET     CLIENT     NEEDS    TO     RECEIVING 
AGENCY  . 


263 


category:   record  keeping  and  report   writing 

PRIORI TY    level        1 


RR    3        ABILITY    TO    MAINTAIN    ON-GOING    WRITTEN    RECORDS    OF 
COUNSELOR    ACTIVITY    AND    CLIENT     PROGRESS    AND 
DISPOSITION. 

Rfi    4       SKILL     AT     PROVIDING     INFORMATION     IN     WRITTEN    FORM     AT 
A    PROFESSIONAL    LEVEL, 

RR    5       KNOWLEDGE    OF    THE    ESSENTIALS    OF    CHARTING    CLIENT'S 
PROGRESS     IN    CLIENT'S     REC  ORDS  •  • 

RR    9       ABILITY    TO    WRITE     AN     INTAKE    EVALUATION    WHICH 
INCLUDES     PRESENT ING    PR03LEM,      DIAGNOSTIC 
FORMULATION.     AND    TREATMENT    RECOMMENDATIONS. 


PRIORITY    LEVEL        2 

RR12  ABILITY  TO  PROVIDE  TREATMENT  SUMMARY  INFORMATION 
IN  WRITTEN  FORM  FOR  CASE  ASSOCIATED  MD.  WELFARE. 
AND/OR    NEXT    THERAPIST. 

RR13  ABILITY  TO  MAKE  RECORDS  AND  REPORTS  THAT  CONFORM 
TO    THE    AGENCIES    MEDICAL     RECORD    SYSTEM, 


category:   service  continuity 
priority   level      2 

SC    1        ABILITY     TO    MAKE    RELEVANT     INPUT    INTO    PSYCHIATRIC 
TEAM    MEETINGS     ON     THERAPY     PROGRESS     AND    DIRECTION, 

SC    2       ABILITY    TO    FAC I  LI  TATE    E= F ORTS     OF     GROUPS    OF 

STAFF/CLIENTS    T3     SOLVE    PROBLEMS    AND    MAKE    DECISIONS 
THAT     REFLECT     THE     COLLECTIVE    WISDOM. 

SC    9       ABILITY     TO    FUNCTION    AS    A     CLIENT    ADVOCATE. 
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category:   supervision  and  training 
priority  level     2 

st  6     ability  to  use  modeling  in  supervision. 


category:  TREATMENT  PLANNING 

PRIORITY  LEVEL   1 

TP  1   ABILITY  TO  ORGANIZE  AND  PRESENT  FACTS. 

OBSERVATIONS.  CRITICAL  INCIDENT  INFORMATION.  AND 
ASSESSMENT  RESULTS  REGARDING  A  CLIENT  TO  CASE 

CONFERENCE. 

TP    7       ABILITY    TO    GENERATE    A     WORKING    HYPO  THE SI S    FROM    A 
COMPREHENSIVE    CONCEPTUALIZATION    OF    A     CASE. 

TP    8       ABILITY    TO    DETERMINE    REMEDIAL    OR     THERAPEUTIC    GOALS 
FOR    CLIENT. 

TPIO       ABILITY    TO    EXPLAIN    SERVICE    PLAN    RECOMMENDATIONS    TO 
CLIENT    AND/OR    FAMILY     TO    GA IN    COOPERA TI ON    AND 
COMMITMENT. 

TPll        KNOWLEDGE     OF    DIAGNOSTIC    SIGNS     AND     SYMPTOMS    OF 
PSYCHOPATHOLOGY. 

TP13        KNOWLEDGE    OF    THE    STEPS    TO    DEVELOP     A    FULL     TREATMENT 
PLAN. 

TP14       KNOWLEDGE    OF    THE     INFORMATION     NECESSARY    TO    COME    TO 
A    DIAGNOSIS    OR    D YNAM I C    FOR MULAT I  ON. 

TP19       ABILITY    TO    USE    CLIENT     INFORMATION    TO    DEVELOP 
TREATMENT     PLANS     IN    CODPERAT ION    « I TH    CLIENT. 


PRIORITY    LEVEL        2 

TP    5        AOILITY    TO    CONCEPTUALIZE     A    CASE    GIVEN 

DEVELOPMENTAL    DATA    AND    DIAGNOSTIC     INFORMATION    FROM 
VARIOUS    THEORETICAL    FRAvJEWORKS. 

TP    6        ABILITY     TO    DIAGNOSE    OR    LABEL     CLIENTS'     MENTAL 
HEALTH    PROBLEMS. 
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category:   treatment  planning 
priority  level     2 


TP     9       ABILITY    TO    0ESI3N    A    SEQJENCE     OF    ACTIVITIES    TO    BE 
FOLLOWED     IN    REACHING    CLIENT    GOALS. 

TP17       KNOWLEDGE     CF    MEDICAL     CONSEQUENCES     OF    LONG    TERM 
DRUG    USE. 

TP18       ABILITY    TO    OQ.INEATE    CRITERIA     INDICATIVE    OF 
SUCCESSFUL    ACHIEVEMENT    OF    CLIENT     GOALS. 


APPENDIX  Q 
LOW  PRIORITY  STATEMENTS  IDENTIFIED  IN  THE  STUDY 


ITEMS  OF  PRIORITY  LEVEL  99 
ADMINISTRATION 


AD  1   ABILITY  TO  DIRECT  A  SERVICE  COMPONENT  OF  THE 
AGENCY. 

AD  3   ABILITY  TO  MAINTAIN  AN  ACCURATE  RECORD  OF  AGENCY 
AND  CLIENT  FUNDS  AND  PREPARE  PERIODIC  FISCAL 
REPORTS. 

AD  4   ABILITY  TO  PROVIDE  SERVICE  PROGRAM  INFORMATION  TO 
INTERESTED  PARTIES  (PUBLIC  RELATIONS). 

Ab  5  ABILITY  TO  IDENTIFY  AND  DOCUMENT  UNMET  CLIENT 
NEEDS  WITH  FREQUENCY  DATA. 

AD  6  ABILITY  TO  IDENTIFY  AND  DOCUMENT  UNMET  CLIENT 
NEEDS  WITH  CHARACTERISTICS  OF  CLIENTS  NEEDING 
SERVICES. 

AD  7   ABILITY  TO  OEVEl-DP  A  WRITTEN  PLAN  PROGRAMMING  FOR 
UNMET  NEEDS. 

AD  8   KNOWLEDGE  OF  POLICY  MAKING  PROCESSES  AFFECTING 
SERVICE  DESIGN  AND  DELIVERY. 

AD  9   KNOWLEDGE  OF  UNDERSTANDING  THE  CONTRASTING 

ATTITUDES  AND  VIEWPOINTS  OF  OTHER  GROUPS  AND 
AGENCIES  AND  METHODS  TO  CONVEY  ACCEPTANCE  OF  THOSE 
VIEWS. 

AOlO   KNOWLEDGE  OF  SOCIAL*  FISCAL.  LEGAL  AND 

PSYCHOLOGICAL  ISSUES  OF  MENTAL  HEALTH  AND  ITS 
IMPACT  ON  THE  REST  OF  THE  HUMAN  SERVICES  SYSTEM. 

ADil   KNOWLEDGE  OF  THE  BASIC  CONCEPTS  OF  SUPERVISION  AND 
MANAGEMENT  IN  MENTAL  HEALTH  SERVICES. 

AD12   KNOWLEDGE  OF  THE  ADMINISTRATIVE,  LEGAL  AND  ETHICAL 
ISSUES  INVOLVED  IN  MENTAL  HEALTH  SERVICES 
SUPERVISION  AND  MANAGEMENT. 

A013   KNOWLEDGE  OF  THE  FINANCIAL  AND  PERSONNEL  ISSUES  IN 
MENTAL  HEALTH  ADMINISTRATION. 

ADl*   ABILITY  TO  COMMJN I CATE  WI TH  ADM  IN  I STRATI VE 
SPECIALISTS. 

AD15   ABILITY  TO  CONTRIBUTE  TO  ^ NO  PARTICIPATE  IN  THE 
DEVELOPMENT  OF  A  WRITTEN  PLAN  FOR  MEETING 
IDENTIFIED  NEEDS. 
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ITEMS  OF  PRIORITY  LEVEL  99 

ADMINISTRATION 
AD  1 6   ABILITY  TO  DEVELOP  A  NEW  PROGRAM  BUDGET. 

ASSESSMENT 

AS  I   KNOWLEDGE  OF  MEASUREMENT  THEORY. 

AS  2   KNOWLEDGE  OF  TEST  INSTRUMENTS  TO  IDENTIFY  CLIENT 
INTELLIGENCE. 

AS  3   KNOWLEDGE  OF  TEST  INSTRUMENTS  TO  IDENTIFY  CLIENT 
INTERESTS, 

AS  4   KNOWLEDGE  OF  TEST  INSTRUMENTS  TO  IDENTIFY  CLIENT 
PERSCNALITY  ADJUSTMENT. 

AS  5   KNOWLEDGE  OF  TEST  INSTRJMENTS  TO  IDENTIFY  CLIENT 
SELF-CONCEPT. 

AS  6   KNOWLEDGE  OF  TEST  INSTRUMENTS  TO  IDENTIFY  CLIENT 
DESIRED  LIFESTYLE. 

AS  7   KNOWLEDGE  OF  PROCESSES  FOR  ASSESSING  NEEDS  OF 

CLIENTS.  AGENCIES*  ORGANIZATIONS  OR  THE  COMMUNITY. 

AS  8   KNOWLEDGE  OF  SOURCES  FOa  ASSESSING  AND  OQTAINING 
INFORMATION  ON  A  CLIENT'S  PROBLEM. 

AS12   ABILITY  TO  MAKE  PROFESSIONAL  JUDGMENTS  RELATIVE  TO 
CLIENT  PHYSICAL  CAPACITIES. 

ASIS   ABILITY  TO  DETERMINE  JOB  AND  ACADEMIC  STATUS. 
INCLINATIONS  AND  ABILITIES  OF  CLIENTS. 

AS16   ABILITY  TO  SUPERVISE  AND  COORDINATE  ASSESSMENT 
PROCEDURES. 

AS  17   ABILITY  TO  SELECT  AND  ADMINISTER  PERSONALITY 
TESTS. 

AS22   ABILITY  TO  INTERPRET  AND  REPORT  ON  RESULTS  OF 
ASSESSMENT. 

AS25   KNOWLEDGE  OF  THE  SYMPTOMS  FOR  DIAGNOSING  CHEMICAL 
DEPENDENCE. 

AS27   KNOWLEDGE  OF  THE  STRB>4GTHS  AND  LIMITATIONS  OF 

THOSE  INSTRUMENTS  WIDELY  USED  IN  ASSESSING  CLIENT 
MENTAL  ABILITIES. 
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ITEMS  OF  PRIORITY  LEVEL  99 
ASSESSMENT 


AS28   KNOWLEDGE  OF  THE  USE  AND  INTERPRETATION  OF 
STANDARDIZED  TESTS. 

AS30   ABILITY  TO  WORK  IN  COOPERATION  WITH  TESTING 
SPECIALISTS  IN  ASSESSMENT. 

AS35   KNOWLEDGE  OF  PROJECTIVE  TECHNIQUES  USED  TO 
IDENTIFY  CLIENT  PROBLEMS. 

AS36   ABILITY  TO  USE  ASSESSMENT  DATA  TO  PROVIDE 

MEANINGFUL  OR  PRAGMATIC  INFORMATION  TO  CLIENTS. 

AS37   ABILITY  TO  PREPARE  GRANTS. 


GENERAL  COUNSELING 

C013   ABILITY  TO  PROVIDE  IMMEDIACY  TO  COUNSELOR-CLIENT 

INTERACTIONS  IN  COUNSELING  AT  ABOVE  AVERAGE  LEVELS 
ON  COMMON  SCALES. 

C021   KNOWLEDGE  OF  THE  BEHAVIORAL  TECHNIQUE  OF  MODELING. 

CC22   KNOWLEDGE  OF  THE  BEHAVIORAL  TECHNIQUE  OF 
BEHAVIORAL  REHEARSAL. 

C023   KNOWLEDGE  OF  THE  BEHAVIORAL  TECHNIQUES  OF 
REINFORCEMENT  AND  EXTINCTION. 

C025   ABILITY  TO  PERFORM  EXPERIENTIAL  TECHNIQUES  OF  PLAY 
THERAPY  WITH  CHILDREN. 

Ca26   ABILITY  TO  PERFORM  EXPE;?  lENTIAL  TECHNIQUES  OF 
PSYCHODRAMA  WITH  ADULTS. 

C027   ABILITY  TO  PERFORM  GESTALT  EXPERIENTIAL 
TECHNIQUES. 

C029   KNOWLEDGE  OF  ROLES  AND  FUNCTIONS  OF  THE  VARIOUS 
LEVELS  OF  MENTAL  HEALTH  WORKERS  IN  THE  MENTAL 
HEALTH  TEAM. 

C033   KNOWLEDGE  OF  PARADOXICAL  INTENTION. 

C03*   KNOWLEDGE  OF  SYSTEMATIC  3ESENSI TI ZAT ION. 

C038   ABILITY  TO  PERFORM  HYPNOTHERAPY  (VISUALIZATION). 
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ITEMS    OF    PRIORITY    UEVEU    99 

GENERAL    COUNSELING 

C039       ABILITY    TO    PERFORM    ANY    EXPERIENTIAL    TECHNIQUE 

WITHIN    THE    COUNSELOR'S    TRAINING    AND    EXPERIENCE. 


CONSULTATION 

CS  2   KNOWLEDGE  OF  MEASUREMENT  INSTRUMENTS  AND 

TECHNIQUES  APPROPRIATE  TO  THE  CONSULTATIVE 
PROCESS. 

CS  4   ABILITY  TO  COUNSEL  WITH  STAFF  MEMBERS  FOR 
ALLEVIATION  OF  PERSONAL  CONCERNS • 

CS  5   ABILITY  TO  USE  EXPLANAT lON-I NTERPRE  IN 
CONSULTATION. 

CS  6   ABILITY  TO  USE  MODELING  IN  CONSULTATION. 

CS  8   ABILITY  TO  USE  ^AY  TERMINOLOGY  IN  CONSULTATION. 

CSIO   ABILITY  TO  PROVIDE  TECHNICAL  ASSISTANCE  TO 
COMMUNITY  PROGRAMS. 

CSH   ABILITY  TO  FUNCTION  AS  LIAISON  WITH  COMMUNITY 
AGENCIES  AND  ORGANIZATIONS. 

CS12   KNOWLEDGE  OF  PROCESS  OF  CONSULTATION,  COMMUNITY 

PLANNING.  PUBLIC  EDUCATION  AND  THE  LEGISLATIVE  AND 
ADMINISTRATIVE  PROCESS. 

CS13   KNOWLEDGE  OF  ORG AN IZAT I3NAL  DEVELDPMEN T  THEORIES 
AND  APPLICATIONS  IN  MENTAL  HEALTH. 

CSI4   KNOWLEDGE  OF  SYSTEMS  THEORY. 

CS15   KNOWLEDGE  OF  DIFFERENr  MODELS  AND  THEORIES  OF 
CONSULTATION. 

CSI6   KNOWLEDGE  OF  ORGANIZATIONAL  AND  LARGE  GROUP 
DYNAMICS. 


MENTAL  HEALTH  EDUCATION 

ED  1   ABILITY  TO  SELECT  OR  DEVELOP  A  LEARNING  STRATEGY 
APPROPRIATE  TO  THE  LEARNERS.  THEIR  NEEDS,  AND 
EXISTING  RESOURCES. 
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ITEMS  OF  PRIORITY  LEVEL  99 

MENTAL  HEALTH  EDUCATION 

ED  2   ABILITY  TO  PLAN  FOR  EVALUATING  THE  LEARNING 
EXPERIENCE. 

ED  3   ABILITY  TO  DEVELOP  A  SET  OF,  LEARNING  OBJECTIVES 

RELATED  TO  SKILL  OH  KNOWLEDGE  NEEDS  OF  CLIENTS  OR 
STAFF. 


ED  4 


ABILITY  TO  DEVELOP  A  SET  OF  ENABLING  OBJECTIVES 
■NECESSARY  FOR  THE  ATTAINMENT  OF  LEARNING 
OBJECTIVES. 


ED  5   ABILITY  TO  PROVIDE  MENTAL  HEALTH  INFORMATION  TO 

THE  PUBLIC  VIA  LECTURES.  MEETINGS.  WORKSHOPS,  ETC. 

ED  6   ABILITY  TO  OEVELDP  AND  CONDUCT  EDUCATION  ON  DRUG 
ABUSE. 

ED  7   ABILITY  TO  DEVELOP  AND  CONDUCT  EDUCATION  ON 
PARENTING. 

ED  8   ABILITY  TO  DEVELOP  AND  CONDUCT  EDUCATION  ON 
BEHAVIOR  MODIFICATION  TECHNIQUES. 

ED  9   ABILITY  TO  DEVELOP  AND  CONDUCT  EDUCATION  ON 
NUTRITION. 

EDIO   ABILITY  TO  DEVELOP  AND  CONDUCT  EDUCATION  ON  SOCIAL 
SKILLS. 

EDll   ABILITY  TO  EDUCATE  COMMUNITY  REGARDING  AGENCY 
RESOURCES  AND  PROCEDURES. 

ED12   KNOWLEDGE  OF  PROGRAM  DEVELOPMENT  STEPS  AND 

STRATEGIES  IN  MENTAL  HEALTH  CONSULTATION  AND 
EDUCATION. 

ED13   KNOWLEDGE  OF  TECHNIQUES  AND  MODELS  OF  MENTAL 
HEALTH  EDUCATION. 

ED14   ABILITY  TO  DEVELOP  AND  CONDUCT  EDUCATION  IN  AREAS 
OF  COUNSELOR  EXPERTISE. 

E015   ABILITY  TO  DEVELOP  AND  CONDUCT  EDUCATION  ON 
MARR lAGE. 
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ITEMS  OF  PRIORITY  LEVEL  99 

EVALUATION  AND  RESEARCH  FUNCTIONS 


EF  I   ABILITY  TO  ESTABLISH  A  HYPOTHES IS/OUTCCME  MEASURE 
FOR  A  RESEARCH  OR  EVALUATION  DESIGN. 

EF  2   ABILITY  TO  ESTABLISH  A  SCHEDULE  FOR  A  RESEARCH  OR 
EVALUATION  DESIGN. 

EF  3   ABILITY  TO  SELECT  SUBJECTS  FOR  A  RESEARCH  OR 
EVALUATION  DESIGN. 

EF  5   ABILITY  TO  PLAN  OR  OUTLINE  STEP-BY-STEP  PROCEDURES 
FOR  RESEARCH  OR  EVALUATION. 

EF  6   ABILITY  TO  EVALUATE  EFFECTIVENESS  OF  TREATMENT  AND 
ASSESSMENT  PROCEDURES. 

EF  7   ABILITY  TO  ANALYZE  DATA  AND  MODIFY  EVALUATION 
DESIGN  OR  CONTINUE  TO  MONITOR  PROGRAM  AS 
INDICATED. 

EF  a   ABILITY  TO  PROCESS  DATA  AND  FORMULATE 

RECOMMENDATIONS  AS  REQUIRED  BY  EVALUAT  ION  RESEARCH 
DESIGN. 

EF  9   KNOWLEDGE  OF  STANDARD  PROCEDURES  FOR  COLLECTING t 
ROUTING  AND  ANALYZING  MENTAL  HEALTH  BEHAVIORS. 

EFIO   KNOWLEDGE  OF  PROBLEMS  INVOLVED  IN  CONDUCTION  OF 
MENTAL  HEALTH  RESEARCH. 

EF12   KNOWLEDGE  OF  ANALYSIS  OF  THE  RESULTS  OF  OTHER 
RESEARCH  REPORTS  AND  THE  APPLICATION  OF  THE 
INTERPRETATION  QF    THE  REPORT  TO  MENTAL  HEALTH 
SERVICES  REFINEMENT. 

EF13   ABILITY  TO  APPLY  SOCIAL  RESEARCH  TO  COMMUNITY 
CHANGE. 

EF14   ABILITY  TO  ACCURATELY  INTERPRET  EVALUATION 
RESULTS. 

EF15   ABILITY  TO  DESIGN  EVALUATION  AND  METHODOLOGY 
APPROPRIATE  TO  THE  EVALUATION  PROBLEM. 


FAMILY  COUNSELING 

FC  3   KNOWLEDGE  OF  MEDIATION  TYPES  OF  FAMILY 
INTERVENTION. 
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ITEMS    OF    PRIORITY     LEVEL    99 
FAMILY    COUNSELING 


FC    6       KNOWLEDGE    OF    FAMILY    SYSTEMS    AND    SYSTEMS 
INTERVENTION    TECHNIQUES. 

FC    7       KNOWLEDGE    OF    CULTURAL    DIFFERENCES    AND    SPECIAL 
CONSERNS    OF     SINGLE    PARENT     FAMILIES. 

FC    8       KNOWLEDGE    OF    CULTURAL    DIFFERENCES    AND     SPECIAL 
CONCERNS    OF    RECONSTITUTED    FAMILIES. 


FOLLOW-UP 

FU    2       ABILITY    TO    MAKE    FOLLOW-JP    CONTACT    OR    HOME    VISITS 
TO    CLIENTS. 

FU    3       ABILITY    TO    MAINTAIN    FOLLOW-UP    FILES. 

FU    4       ABILITY     TO    USE    =OLLaW-UP    INTERVIEWS    TO    SPOT 
PR03LEMS    EARLY    AND    PREVENT    READMI SSIONS. 

FU    5       ABILITY    TO    COMMUNICATE     INTEREST    AND    CONCERN    FOR 
CLIENT'S    CONTINUED    WELL-BEING    FOLLOWING 
TERMINATION. 


GROUP    COUNSELING 

GC    4       ABILITY    TO    CONTROL    DOMINEERING    GROUP    MEMBER. 

GC    5       ABILITY    TO    INVOLVE    PASSIVE     CLIENT    IN    GROUP 
PROCESS. 

GC    7       KNOWLEDGE    OF    BEHAVIORAL    TECHNIQUES     IN    GROUP 
COUNSELING. 

GC    a        KNOWLEDGE    OF    THE     COMPONENTS    OF     THE    DIFFERENT    GROUP 
LEADER     STYLES. 

GC    9       KNOWLEDGE    OF    THE    PROCESS    AND    STAGES     OF     GROUP    LIFE 
AND     DEVELOPMENT. 

GCll        KNOWLEDGE    OF     THE     METHODS    TO    ASSIST     GROUPS    TO 
OVERCOME    OBSTACLES. 

GC12        KNOWLEDGE     OF     THE    GROUP    MEMBER    SELECTION    CRITERIA. 
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ITEMS  OF  PRIORITY  LEVEL  99 
GROUP  COUNSELING 


GC13  KNOWLEDGE  OF  THE  DEFINITIONS  AND  THEORIES  OF  THE 
PRINCIPLES  OF  GROUP  DYNAMI CSt  GROUP  PROCESS.  AND 
GROUP  MENTAL  HEALTH  TREATMENT, 


HUMAN  BEHAVIOR 

HB  1   KNOWLEDGE  OF  INDIVIDUAL  PERCEPTIONS  OR  FRAMES  OF 
REFERENCE. 

HB  3   KNOWLEDGE  OF  THE  EFFECTS  OF  AGENCY  IMAGE  OR 
REPUTATION  ON  COUNS 

HB  4   KNOWLEDGE  OF  THE  EFFECTS  OF  PHYSICAL  SURROUNDING 
ON  COUNSELING- 

HB  5   KNOWLEDGE  OF  THE  EFFECTS  OF  PARTICIPANT 
EXPECTATIONS  ON  COUNSELING. 

HB  8   KNOWLEDGE  OF  CULTURAL  DIFFERENCES  AND  SPECIAL 
CONCERNS  OF  THE  HANDICAPPED. 

HB  9   KNOWLEDGE  OF  CULTURAL  DIFFERENCES  AND  SPECIAL 
CONCERNS  OF  WOMEN. 

HBIO   KNOWLEDGE  OF  CULTURAL  DIFFERENCES  AND  SPECIAL 
CONCERNS  OF  VARIOUS  RACIAL  MINORITIES. 

HBll   KNOWLEDGE  OF  CULTURAL  DIFFERENCES  AND  SPECIAL 
CONCERNS  OF  THE  POVERTY  STRICKEN. 

HB12   KNOWLEDGE  OF  RECIPROCAL  INFLUENCE  OF  BEHAVIOR 
(BEHAVIOR  ALONE  ELICITS  SPECIFIC  BEHAVIOR  GF 
ANOTHER) . 

H814   KNOWLEDGE  OF  ADULT  TRANSITIONS  AND  STAGES. 

HB19   KNOWLEDGE  OF  THE  DESCRIPTIONS.  NATURAL  HISTORY  AND 
PSYCHOOYNAMIC  ASPECTS  OF  PSYCHOSIS.  NEUROSIS. 
PERSONALITY  DISORDERS  AND  PSYCHOPHYSIOLOGIC 
DISORDERS. 

HB20   KNOWLEDGE  OF  SOCIAL.  PSYCHOLOGICAL  AND  ECONOMIC 
CAUSES  OF  DEVIANCE. 
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ITEMS  OF  PRIORITY  LEVEL  99 
HUMAN  BEHAVIOR 


HB23   KNOWLEDGE  OF  THE  CONCEPTS  OF  WHOLISTIC  MENTAL 
health:  HOW  A  PERSON'S  THItvKING,  FEELING  AND 
ACTING  AFFECT  INTERACTIONS  WITH  PEOPLE  AND  THE 
ENVIRONMENT  AND  VICE-VERSA. 

HB25   KNOWLEDGE  OF  THE  IMPLICATIONS  OF  CULTURAL 

IDENTITY,  ETHNIC  BACKGROUNDS.  SEXUAL  ROLE  AND 
IDENTITY  AND  AGE  GROUP  RELATIVE  TO  CHEMICAL 
DEPENDENCE. 

HB26   KNOWLEDGE  OF  CULTURAL  DIFFERENCES  AND  SPECIAL 
CONCERNS  OF  MEN. 

H829   KNOWLEDGE  OF  LOCAL  CULTURAL  NORMS. 

HB30   KNOWLEDGE  OF  THE  IMPACT  OF  PSYCHOLOGICAL  AND 
PHYSICAL  TRAMA  ON  INDIVIDUAL  MENTAL  HEALTH. 

HB34   KNOWLEDGE  OF  SPECIAL  CONCERNS  AND  CULTURAL 
DIFFERENCES  OF  HOMOSEXUALS. 


INDIVIDUAL  COUNSELING 

IC  2   ABILITY  TO  ASSIST  CLIENTS  ON  INDEPENDENT  LIVING 
AND  JOB  SEARCHES. 

IC  3   KNOWLEDGE  OF  THE  PROCESS  AND  WHAT  TO  EXPECT  FROM 
THE  PHYSICAL  METHODS  OF  INTERVENTION.  I.E.. 
ELECTROCONVULSIVE  TREATMENT,  CHEMOTHERAPIES, 
HYDROTHERAPY  AND  PHYSICAL  THERAPY. 


INTAKE  PROCEDURES 

IP  7   ABILITY  TO  IDENTIFY  CLIENT  METHPHCRS  THAT  EXPOSE 
THE  CLIENT'S  PROBLEM. 

IP  9   ABILITY  TO  CONTROL  AND  MANIPULATE  SITUATIONAL 
VARIABLES  AND  ASSESS  THEI.^  IMPACT  ON  THE 
COUNSELING  INTERVIEW. 

IP13   ABILITY  TO  DEFINE  FINANCIAL  ARRANGEMENTS. 
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ITEMS  OF  PRIORITY  LEVEL  99 
INTERVENTION  STRATEGIES 


IS  I   KNOWLEDGE  OF  THE  RELATIONSHIP  OF  COUNSELOR  VIEWS 
OF  DEVELOPMENT  AND  CHANGE  TO  THEORET ICAL 
ASSUMPTIONS  AND  TECHNIQUE  SELECTION. 

IS  2   KNOWLEDGE  OF  ROLE  OF  COUNSELOR  IN  VARIOUS 
THEORETICAL  MODELS. 

IS  3   KNOWLEDGE  OF  INTERACTION  EFFECT  OF  THEORY, 

TECHNIQUE  AND  INTERVIEW  BEHAVIOR  ON  THE  IMPACT  ON 
CLIENTS. 

IS  A   KNOWLEDGE  OF  WAYS  THAT  THE  COUNSELING  RELATIONSHIP 
IS  USED  AS  A  TOOL  OR  TECHNIQUE  TO  MIRROR  THE 
CLIENT'S  OTHER  RELATIONSHI PS. 

IS  9   KNOWLEDGE  OF  PSYCHOPHARMOCOLOGY • 

ISI7   KNOWLEDGE  OF  APPLICATION  OF  THEORETICAL  MODELS  IN 
MENTAL  HEALTH  WDRK. 

IS198  KNOWLEDGE  OF  RATIONAL  EMOTIVE  THEORY. 

IS20   KNOWLEDGE  OF  LEARNING  THEORY  AND  BEHAVIOR 
MOOIFICATION- 

1523  KNOWLEDGE  OF  THE  KINDS  OF  SITUATIONS  FOR  WHICH  THE 
VARIOUS  THEORIES  SEEM  ESPECIALLY  USEFUL. 

1524  KNOWLEDGE  OF  PERCEPTUAL-MOTOR  DEVELOPMENT  THEORIES 
(PIAGET). 

1525  KNOWLEDGE  OF  INDICATIONS  AND  CONTRAINDICATIONS  FOR 
MENTAL  HEALTH  INTERVENTION. 

IS27   KNOWLEDGE  OF  THE  METHODS  OF  SOCIAL  MODELS,  I.E.: 
THERAPEUTIC  USE  OF  SELF,  MILIEU  THERAPY,  ACTIVITY 
THERAPIES,  THERAPEUTIC  COMMUNITIES. 

IS23   KNOWLEDGE  OF  SPECIALIZED  INTERVENTION  TECHNIQUES 
FOR  USE  WITH  DIVERSE  SPECIAL  POPULAT IONS  AND 
PEOPLE. 

1529  KNOWLEDGE  OF  THE  KNOWN  STRENGTHS  AND  WEAKNESSES  OF 
EACH  MODEL  OF  THERAPEUTIC  MODEL  FOUND  IN  THE 
RESEARCH. 

1530  KNOWLEDGE  OF  THE  THEOWETICAL  BASIS  FOR  CHEMICAL 
AGENTS  IN  MENTAL  HEALTH  INTERVENTION. 
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ITEMS  OF  PRIORITY  LEVEL  99 

INTERVENTION  STRATEGIES 

IS31  KNOWLEDGE  OF  THE  PHYSIOLOGICAL  AND  BIO-CHEMICAL 
INTERACTION  OF  THE  CHEMICAL  AGENT  AND  THE  HUMAN 
BODY. 

1533  KNOWLEDGE  OF  THE  TOXIC.  ALLERGIC  AND  SIDE  EFFECTS 
OF  CHEMICAL  AGENTS. 

1534  KNOWLEDGE  OF  SPECIFIC  STRATEGIES  TO  BE  UTILIZED 
WITH  SPECIALIZED  TARGET  PROBLEMS.  I .E. •  CH ILOREN« 
PARENTS.  COUPLES.  CHRONIC  PSYCHIATRIC  CLIENTS. 
TERMINALLY  ILL.  ETC. 

1536  KNOWLEDGE  OF  THE  BASIC  PRINCIPLES  AND  TECHNIQUES 
OF  SPECIFIC  THERAPEUTIC  APPROCHES. 

1537  KNOWLEDGE  OF  MAJOR  THEORIES  OF  ABNORMAL  BEHAVIOR: 
ORGANIC.  PSYCHOLOGICAL  AND  INTERPERSONAL. 

IS40   ABILITY  TO  USE  ATTENDING  BEHAVIORS  TO  FACILITATE 
CLIENT  GROWTH. 

IS42   KNOWLEDGE  OF  GENERAL  ROLE  OF  GENETICS.  AND 

BIOCHEMISTRY  IN  RELATION  TO  SOME  MENTAL  DISORDERS. 


LEGAL  AND  ETHICAL  STANDARDS 

LE  4   KNOWLEDGE  OF  ETHICAL  PROBLEMS  THAT  CONFRONT  MENTAL 
HEALTH  COUNSELORS  IN  TESTING. 

LE  9  KNOWLEDGE  OF  CUSTODY  LEGISLATION. 

LEIO  KNOVJLEDGE  OF  CHILD  ABUSE  LEGISLATION. 

LEll  KNOWLEDGE  OF  DRUG  ABUSE  LEGISLATION. 

LE12  KNOWLEDGE  OF  DIVORCE  PROCEDURES. 

LE13  KNOWLEDGE  OF  ORGAN IZAT lONALt  LEGAL  AND  FISCAL 
STRUCTURE  OF  MENTAL  HEALTH  AGENCIES  AND  THEIR 
FUNCTIONS  AT  THE  NATIONAL.  STATE  AND  LOCAL  LEVELS. 

LE14   KNOWLEDGE  OF  THE  CODE  OF  ETHICS  OF  THE  RESPECTIVE 
CERTIFYING  AGENCY  AND  PROFESSIONAL  ORG  AN  I 2 AT ICN . 

LE15   KNOWLEDGE  OF  MAJOR  MENTAL  HEALTH  NATIONAL  AND 

STATE  LEGISLATION,  COURT  RULINGS  AND  COMMITMENTS. 
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ITEMS  OF  PRIORITY  LEVEU  99 

LEGAL  AND  ETHICAL  STANDARDS 


LE16   KNOWLEDGE  OF  THE  LEGAL  ASPECTS  OF  CIVIL  COMMITMENT 
PROCEDURESt  CONFIDENTIALITY.  EXPERT  WITNESS 
STATUS.  AND  PRIVACY  OF  CLIENT  RECORDS. 

LEI7   KNOWLEDGE  OF  THE  LAWS.  ISSUES  AND  ACTIONS  RELATED 
TO  MENTAL  HEALTH.  I.E.:  ABORTIONS  FOR  MENTAL 
HEALTH  REASONS,  INSANITY  AS  A  PLEA  FOR  CRIMINAL 
ACTS.  COMPETENCY  FOR  LEGAL  PURPOSES. 

LE20   KNOWLEDGE  OF  MALPRACTICE  INSURANCE. 

LE21   ABILITY  TO  WORK  WITH  LEGAL  ADVISORS. 

LE22   KNOWLEDGE  OF  WHERE  TO  OBTAIN  INFORMATION  ON 
LEGISLATION  AND  LEGAL  ISSUES. 

LE25   KNOWLEDGE  OF  RESTRICTIONS  ON  UNAUTHORIZED  PRACTICE 
OF  LAW. 

LE26   KNOWLEDGE  IF  RESOURSES  FOR  OBTAINING  AND 

UNDERSTANDING  LEGISLATION  EFFECTING  CLIENT 
CONCERNS. 

LE27   ABILITY  TO  DETERMINE  WHEN  A  PARTI CULAR  SET  OF 

CIRCUMSTANCES  VIOLATES  LEGAL  OR  ETHICAL  STANDARDS. 

LE28   KNOWLEDGE  OF  ADULT  AND  JUVENILE  COURT  STRUCTURE 
AND  PROCESS. 

LE29   ABILITY  TO  SERVE  AS  AN  EXPERT  WITNESS  IN  HEARING. 

LE30   KNOWLEDGE  OF  APPLICATION  OF  ETHICAL  THEORY  TO 
CURRENT  PRACTICE. 


PERSONNEL  FUNCTIONS 

PF  1  KNOWLEDGE  OF  AGENCY  POLICY  AND  EQUAL  EMPLOYMENT 
OPPORTUNITY  GUIDELINES.  GOVERNING  EMPLOYMENT  OR 
USE  OF  VOLUNTEERS. 

PF  2   ABILITY  TO  WRITE  A  PRECISE  JOB  DESCRIPTION  FOR 
RECRUITMENT  OF  NEW  PERSONNEL  THROUGH  AGENCY 
SANCTIONED  CHANNELS. 
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ITEMS  OF  PRIORITY  LEVEL  99 
PERSONNEL  FUNCTIONS 


PF  3   ABILITY  TO  ASSISN  WORK  RESPONSIBILITIES  TO  A 

SUBORDINATE*  IDENTIFY  DEVELOPMENTAL  NEEDS.  AND 
PLAN  AND  RETAIN  A  GOAL-ORIENTED  PERFORMANCE 
SUPERVISORY  STRUCTURE. 

PF  4   ABILITY  TO  ORIENT  NEW  OR  POTENTIAL  EMPLOYEES  TO 
THE  PURPOSE  AND  PHILOSOPHY  OF  THE  AGENCY. 

PF    S   ABILITY  TO  ORIENT  NEW  OR  POTENTIAL  EMPLOYEES  TO 
THE  FACILITIES- 

PF  6   ABILITY  TO  ORIEMT  NEW  OR  POTENTIAL  EMPLOYEES  TO 
THE  ROLE  EXPECTATIONS. 

PF  7   ABILITY  TO  ORIENT  NEW  OR  POTENTIAL  EMPLOYEES  TO 
ORGANIZATION. 

PF  8   ABILITY  TO  ORIENT  NEW  OR  POTENTIAL  EMPLOYEES  TO 
THE  SCHEDULE. 

PF  9   ABILITY  TO  ORIENT  NEW  OR  POTENTIAL  EMPLOYEES  TO 
THE  POLICY  AND  PROCEDURES. 

PFIO   ABILITY  TO  ORIENT  NEW  OR  POTENTIAL  EMPLOYEES  TO 
THE  CONFIDENTIALITY  LAWS. 

PFll  ABILITY  TO  COLLECT  DATA  ABOUT  EMPLOYEE  DIFFICULTY 
OR  GRIEVANCE  AND  MEDIATE  OR  PROPOSE  SOLUTIONS  AND 
ACTION  TO  PREVENT  REOCCURRENCE. 

PF12   ABILITY  TO  EVALUATE  PERFORMANCE  OF  SUBORDINATES 
FOR  THE  PURPOSE  OF  SALARY  INCREASE*  PROMOTION  OR 
FIRING. 

PF13   KNOWLEDGE  OF  STANDARDS  FOR  STAFF  RELATIONS  AND 
MANAGEMENT. 

PF14  KNOWLEDGE  OF  ORGANIZATION  POLICIES  IN  RELATION  TO 
WORK  TO  BE  DONE  UNDER  SUPERVISION. 

PFIS   ABILITY  TO  ACCEPT  ROLE  IN  AGENCY  STRUCTURE  AND 
FUNCTION  AS  PART  OF  WORK  GROUP  OR  TEAM. 

PFI6   KNOWLEDGE  OF  DIFFERENCES  BETWEEN  ADMINISTRATIVE 
AND  LINE  STAFF  DUTIES. 

PF17   ABILITY  TO  INTERVIEW  POTENTIAL  EMPLOYEES.  ABILITY 
TO  IMPLEMENT  PERSONNEL  POLICIES  IN  PROCESS  OF 
HIRING,  PROMOTING,  AND  FIRING. 
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ITEMS  OF  PRIORITY  LEVEL  99 
PERSONNEL  FUNCTIONS 


PF18   ABILITY  JO  BARGIN  "TURF"  ISSUES  WITHIN  AGENCY 
SERVICES  TO  OBTAIN  A  BALANCED  SERVICE  SYSTEM. 

PF19   KNOWLEDGE  OF  FEDERAL  WAGE  AND  HOUR  LAWS. 

PF20   ABILITY  TO  NEGOTIATE  OR  MEDIATE  TO  RESOLVE  STAFF 
CONFLICT. 


PRIMARY  PREVENTION 

PP  1   KNOWLEDGE  OF  THE  INTERACTION  OF  CAREER 
SATISFACTION  AND  MENTAL  HEALTH. 

PP  2   KNOWLEDGE  OF  THEORETICAL  APPROACHES  TO  CAREER 
DEVELOPMENT  AND  CAREER  CHOICE. 

PP  3  KNOWLEDGE  OF  BASIC  NUTRITION  AND  EXERCISE. 

PP  5  KNOWLEDGE  OF  VALUES  CLARIFICATION  ACTIVITIES. 

PP  6  KNOWLEDGE  OF  PEER  COUNSELING  ACTIVITIES. 

PP  7  KNOWLEDGE  OF  MAGIC  CIRCLE  ACTIVITIES. 

PP  8   KNOWLEDGE  OF  THE  IMPACT  OF  LEISURE  ACTIVITY  ON 
STRESS. 

PP  9   KNOWLEDGE  OF  LEARNING  THEORY  AND  TEACHING 
TECHNIQUES. 

PPIO   KNOWLEDGE  OF  THE  CONCEPTS  OF  PREVENTION,  POSITIVE 
HEALTH  PROMOTION,  SOCIAL  SYSTEM  I  NTERVE^^•  I  ON, 
ANTICIPATORY  GUIDANCE,  ETC. 

PP 11   KNOWLEDGE  OF  THE  CONCEPT  AND  PROCESS  OF  MENTAL 
HEALTH  ADVOCACY. 

PP12   KNOWLEDGE  OF  THE  CONCEPT  OF  OUTREACH,  PREVENTION, 
PRIMARY  PREVENTION  IN  MENTAL  HEALTH. 

PP13   ABILITY  TO  CONDUCT  MENTAL  HEALTH  ACTIVITY 
PROGRAMS. 

PP14   KNOWLEDGE  OF  WHERE  TO  FIND  NEW  PREVENTIVE 
ACTIVITIES. 
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ITEMS  OF  PRIORITY  LEVEL  99 
PRIMARY  PREVENTION 


PP15   KNOWLEDGE  OF  PRAGMATIC  APPROACHES  TO  CAREER 
DEVELOPMENT  AND/OR  CHOICE, 

PP16   KNOWLEDGE  OF  BIOFEEDBACK. 

PP17   KNOWLEDGE  OF  DEVELOPMENTAL  STAGES  FROM  INFANCY 
THROUGH  OLD  AGE. 

PP20   KNOWLEDGE  OF  REFERRAL  SOURCES  FOR  CAREER 
DEVELOPMENT. 

PP21   KNOWLEDGE  OF  SUPPORT  SYSTEMS  THEORY. 


REFERRAL 

RE  4   ABILITY  TO  PREPARE  THE  CLIENT  FOR  A  TRANSITION  IN 
TREATMENT  BY  DISCUSSING  TIME  AND  COST 
CONSIDERATIONS. 

RE  5   ABILITY  TO  PREPARE  THE  CLIENT  FOR  A  TRANSITION  IN 
TREATMENT  BY  DISCUSSING  EXPECTED  OUTCOMES. 

REll   ABILITY  TO  DEVELOP  REFERRAL  PROCEDURES  FOR  THE 
AGENCY. 

RE12   ABILITY  TO  MAINTAIN  FILES  OF  REFERRAL  RESOURCES. 


RESEARCH  AND  EVALUATION  METHODS 

RM  1    KNOWLEDGE  OF  THE  SCIENTIFIC  METHOD  AS  APPLIED  TO 
SOCIAL  AND  BEHAVIORAL  PHENOMENA. 

RM  2   KNOWLEDGE  OF  RESEARCH  DESIGNS. 

RM  3   KNOWLEDGE  OF  THE  VALIDITY  AND  RELIABILITY  FACTORS 
OF  RESEARCH. 

RM  4  KNOWLEDGE  OF  DATA  ANALYSIS  METHODS. 

RM  5  KNOWLEDGE  OF  PR3CESS  EVALUATION. 

RM  6  KNOWLEDGE  OF  OUTCOME  EVALUATION. 

RM  T  KNOWLEDGE  OF  SYSTEMS  EVALUATION. 
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ITEMS  OF  PRIORITY  LEVEL  99 

RESEARCH  AND  EVALUAT  ION  METHODS 

RM  S   KNOWLEDGE  OF  COST  EENEFIT  EVALUATION. 

RM  9   KNOWLEDGE  OF  CRITERION  DEVELOPMENT. 

RMIO   KNOWLEDGE  OF  SAMPLING. 

RMll   KNOWLEDGE  OF  PROBLEMS  COMMON  TO  MENTAL  HEALTH 
RESEARCH. 

RM12   KNOWLEDGE  OF  BASIC  COMPUTER  UTILIZATION  IN  MENTAL 
HEALTH  RESEARCH. 

RM13   KNOWLEDGE  OF  INFERENTIAL  STATISTICS  AND  THEIR 
APPLICATION  IN  MENTAL  HEALTH  RESEARCH. 

RM14   KNOWLEDGE  OF  DESIGNS  FOR  MENTAL  HEALTH  RESEARCH 
AND  PROGRAM  EVALUATION. 

RM15   KNOWLEDGE  OF  THE  RELATIONSHIP  AND  DIFFERENCES 
BETWEEN  MENTAL  HEALTH  RESEARCH  AND  EVALUATION. 

RM16   KNOWLEDGE  OF  THE  STEPS  TO  BE  TAKEN  TO  RESEARCH  OR 
EVALUATE  PERSONAL  EFFECT  IV ENESS- 

RM17   ABILITY  TO  DECIPHER  MEANING  AND  RELAVANCE  FROM 
RESEARCH  ARTICLES. 


RECORD  KEEPING  AND  REPORT  WRITING 

RR  1    KNOWLEDGE  OF  SITUATIONS  IN  WHICH  IT  IS  APPROPRIATE 
TO  OBTAIN  WRITTEN  INFORMATION  FROM  RECCROED 
MATERIALS  AND  SOURCES  OF  INFORMATION. 

RR  2   ABILITY  TO  COLLECT.  RECORD  AND  DISSEMINATE 

INFORMATION  IN  ORDER  TO  PROVIDE  STAFF  GUIDANCE  AND 
OBTAIN  MONITORING*  EVALUATION  AND  ACCOUNTABILITY 
DATA. 

RR  6   KNOWLEDGE  OF  GRANT  WRITING  AND  PROPOSAL 
DEVELOPMENT. 

RR  7   KNOWLEDGE  OF  THE  GENERAL  REQUIREMENTS  FOR  A  MENTAL 
HEALTH  rtESE^RCH  OR  EVALUATION  REPORT. 

RR  8   ABILITY  TO  EXPRESS  DATA  IN  CLEAR  OBJECTIVE  TERMS 
THAT  AVOID  PERSONAL  INTERPRETATION. 

RRIO   ABILITY  TO  IDENTIFY  PROBLEM  SETS. 
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ITEMS  OF  PRIORITY  LEVEL  99 

RECORD  KEEPING  AND  REPORT  WRITING 

RRll   ABILITY  TO  WRITE  REPORTS  IN  CONDENSED  FORM. 

SERVICE  CONTINUITY 

SC  3   ABILITY  TO  ASSIST  CLIENTS  IN  OBTAINING  SERVICES. 

SC  4   ABILITY  TO  ARRANGE  AND  MONITOR  COMMUNITY 
RESIDENTIAL  PLACEMENT  OF  CLIENT  TO  ASSURE 
ADJUSTMENT  AND  PROGRESS. 

SC  5   ABILITY  TO  DEFEND.  PROMOTE.  AND/OR  PLEA  A 

SERVICE-RELATED  RIGHT,  CAUSE  AND/OR  NEED  AS 
IDENTIFIED  BY  THE  CLIENT(S)  IN  ORDER  TO  INFLUENCE 
A  SOLUTION  FAVORABLE  TO  THE  CLIENT. 

SC  6   KNOWLEDGE  OF  THE  CASE  MANAGEMENT  MODEL  OF  SERVICE 
DELIVERY. 

SC  7   KNOWLEDGE  OF  EFFECTIVE  PROCEDURES  OF  CASE 
MANAGEMENT . 

SC  3   KNOWLEDGE  OF  COALITION  BUILDING  WITH  OTHERS  TO 
ASSIST  CLIENTS. 

SCIO   ABILITY  TO  OBTAIN  CONSULTANTS  SPECIALIZING  IN 
VARIOUS  FACITS  OF  AGENCY  FUNCTION  AND  CLIENT 
SERVICE. 


SUPERVISION  AND  TRAINING 

ST  1   KNOWLEDGE  OF  THE  NATURE  JF  AND  APPROACHES  TO 
SUPERVISION. 

ST  2   ABILITY  TO  DECIPHER  THEORETICAL  MODELS  EMPLOYED  IN 
A  DEMONSTRATICN  OF  COUNSEL  ING- 

ST  3   ABILITY  TO  USE  CONFRONTATION  IN  SUPERVISION. 

ST  4   ABILITY  TO  USE  REINFORCEMENT  IN  SUPERVISION. 

ST  5   ABILITY  TO  USE  3EHAVI0RAL  REHEARSAL  IN 
SUPERVISION. 


284 


ITEMS  OF  PRIORITY  LEVEL  99 

SUPERVISION  AND  TRAINING 


ST  7   ABILITY  TO  IDENTIFY  THE  TRAINING  NEEDS  OF  THE 

STAFF  AND  DEVELOP  A  TRAINING  PLAN  FOR  INDIVIDUAL 
STAFF  NEEDS. 

ST  a   ABILITY  TO  CONDUCT  AND  EVALUATE  STAFF  TRAINING- 

ST  9   ABILITY  TO  IDENTIFY  LEARNI NG  RESOURCES  AND  ASSIST 
STAFF  PERSONS  IN  OBTAINING  THEM  AND  INTEGRATING 
TRAINING  INTO  SERVICE  DELIVERY- 

STIO  ABILITY  TO  INSTRUCT  OR  RECEIVE  INSTRUCTION  FROM 
COLLEGUES  ABOUT  PROFESSIONAL  SKILLS,  KNOWLEDGE. 
TECHNIQUES.  AND  METHODS. 

STll   ABILITY  TO  ANALYZE  THE  DEGREE  OF  FACILITATION 

FOSTERED  IN  A  COUNSELING  RELATIONSHIP  AND  CRITIQUE 
THE  EFFECTIVENESS  OF  IT. 

ST12   KNOWLEDGE  OF  THE  PROCESS  OF  TRAINING  OTHERS  TO  BE 
SUPERVISORS  OR  MANAGERS  IN  VIENTAL  HEALTH  SERVICES- 

STI3   KNOWLEDGE  OF  THEORIES  OF  SUPERVISION  AND 
MANAGEMENT  IN  MENTAL  HEALTH  SERVICES. 

ST14   KNOWLEDGE  OF  THE  APPLICATION  OF  THE  VARIOUS  MODELS 
OF  SUPERVISION  AND  MANAGEMENT  IN  MENTAL  HEALTH 
SERVICES- 

STI5   KNOWLEDGE  OF  THE  TECHNIQUES  TO  TEACH  OTHERS  A 
SELF-ASSESSMENT  PROCESS. 

ST16   ABILITY  TO  USE  MET ACOMMJNICAT ION  IN  SUPERVISION. 

ST17   KNOWLEDGE  OF  THEORETICAL  APPROACHES  TO 
SUPERVISION- 

ST18   ABILITY  TO  EVALUATE  STAFF  TRAINING. 

ST19   KNOWLEDGE  OF  THE  USE  OF  VI 010  EQUIPMENT  IN 
SUPERVISION. 

ST20   ABILITY  TO  SEEK  OUT  TRAINING  EXPERIENCES  FOR 
CONTINUING  PROFESSIONAL  GROWTH. 
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ITEMS  OF  PRIORITY  LEVEL  99 
TREATMENT  PLANNING 


TP  2   KNOWLEDGE  OF  DSM  III  CATEGORIES  FROM  WHICH  TO  PLAN 
AN  ORGANIZED  TREATMENT  APPROACH. 

TP  3   KNOWLEDGE  OF  OEVELO-^MENTAL  TRANSITIONS  MATRIX  FROM 
WHICH  TO  PLAN  AN  ORGANIZED  TREATMENT  APPROACH. 

TP  4   KNOWLEDGE  OF  DEVELOPMENTAL  DISABILITY  TYPES  FROM 
WHICH  TO  PLAN  AN  ORGANIZED  TREATMENT  APPROACH. 

TP12   KNOWLEDGE  OF  THE  DEFINITION  AND  SCOPE  OF  PRACTICE 
OF  THE  MENTAL  HEALTH  COUNSELOR  AS  A  TEAM  MEMBER  IN 
MENTAL  HEALTH  SERVICES. 

TP16   KNOWLEDGE  OF  THE  SYMPTOMS  AND  DIAGNOSTIC 

CATEGORIES  AND  THE  MOST  COMMON  CHEMOTHERAPEUTIC 
AGENTS  USED  IN  THESE  CASES. 
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